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Since the influenza epidemic of 1918, 
the disease known as epidemic lethargic 
encephalitis has frequently been described 
in the medical literature and I am sure 
that all of you have seen a number of 
cases. The disease still remains a mystery, 
the real cause unknown. It will remain 
dormant for a few years and recur at ir- 
regular intervals, usually, following in the 
wake of an epidemic of influenza, and 
leave behind a trail of wrecked minds and 
bodies, giving the patient the most intense 
tremors, contractures and rigidity of mus- 
cles, dysphasia, catatonic postures, ocular 
crises, character changes, mental retard- 
ation and deterioration. 

In the treatment of the chronic form of 
encephalitis a great variety of drugs have 
been brought forward from time to time 
in an effort to alleviate the condition of 
these unfortunate sufferers. Among the 
number may be listed hyoscine, the brom- 
ides, stramonium, adrenalin, the arseni- 
cals, calcium chloride, insulin, belladonna, 
atropine in the usual dose, picrotoxin, 
pilocarpin, various endocrine prepara- 
tions, sodium salicylate, the foreign pro- 
teins, intravenous injection of gentian 
violet, the inoculation with malaria and 
many others. Of these agents hyoscine 
and stramonium are the only ones from 
which any benefits have been derived as 
they have been instrumental in diminish- 
ing the tremors and the rigidity of the 
muscles—the two most persistent symp- 
toms. 

In this paper we wish to call your at- 
tention to the Hirsau atropine treatment 
of chronic encephalitis, as described by 
Stemplinger, of Munich. These experi- 
ments are based on the findings of Bre- 

*Read before the Medical Section, Annual Meet- 


ing, Oklahoma State Medical Association, Okla- 
homa City, May 13, 1931. 





mer of the hyposensitiveness of patients 
with the Parkinsonian syndrome to atro- 
pine. These patients were given a .5 of 
1 per cent solution of atropine sulphate, 
beginning with 1 drop three times a day 
and increasing each dose a drop a day 
until as high as 35 drops three times a 
day were taken—an astonishingly large 
dose of atropine. Thirty-five patients 
were given this treatment—twenty-nine 
being incapacitated for work and eighteen 
in need of personal care. At the end of the 
treatment twenty-three were able to work 
and all were able to care for themselves. 

Stemplinger reports twenty-six cases 
treated with a .5 of 1 per cent solution of 
atropine sulphate, beginning with one 
drop three times a day and increasing 
each dose a drop a day until as high as 
21 drops three times a day were taken. 
He reports no bad effect on any of the 
patients. 


Twenty-one patients at the Eastern 


Oklahoma Hospital were placed on this 
treatment with most gratifying results. 
A few were given doses up to 21 drops 
three times a day but most cases were 
found to show marked improvement while 


taking from 10 to 18 drops. When this 
point was reached this was determined 
the optimal dose and the patient was car- 
ried on same from day to day. The ef- 
fects from the atropine will be noticeable 
in the first week, the muscle contracture 
will improve, the mask-like face will re- 
lax, the gait will become more steady, 
erect and rapid, the movement of the 
hands will be more free, the patient will 
be able to feed and dress himself—some- 
thing many have not been able to do for 
years. The mental condition also shows 
improvement, he is less irritable, sleeps 
better, the appetite improves and he be- 
gins to put on weight. 


We do not believe this treatment should 
be undertaken outside of an institution or 
hospital as a certain per cent of the cases 
will show alarming symptoms before the 
optimal dose is determined. 

Before giving the case reports it might 
be well to give some of the symptoms 
that developed from poisoning in a major- 
ity of cases early in the treatment. 











We were unable to obtain much infor- 
mation as to what symptoms to expect by 
giving increasing doses of atropine over a 


period of time. Stemplingler stated oc- 
casionally nausea and vomiting occurred 
about the sixth or seventh day and by 
decreasing the dose two or three drops 
the symptoms immediately disappeared 
and no other symptoms were noticed, even 
when giving 21 drops three times daily 
over long periods of time, and that a num- 
ber of cases had taken 35 drops three 
times daily for months without toxic 
symptoms. We are unable to explain why 
our cases could not take these large doses. 
Marked relief of the symptoms of Park- 
insonian syndrome were noticed between 
the fifth and ninth day, with gradual im- 
provement up to the eighteenth day. We 
had a great deal of trouble with at least 
80 per cent of all cases treated between 
the ninth and fourteenth day. On the 
tenth day we found three patients with 
great distension of the bladder and abdo- 
men, altho they were up and dressed and 
made no complaints at the time. Since 
that time all cases are kept in bed each 
morning until they can be examined. Only 
a few others were found with bladder 
symptoms, but nearly all developed the 
distended abdomen. As soon as these 
symptoms occurred the drug was ordered 
stopped, they were catheterized and ene- 
mas were ordered, usually, with good 
bowel movements but little relief from the 
distension. Cathartics also caused good 
bowel movements without relief. The 
colon tube aided very little, strong coffee 
was given frequently but the distension 
usually remained for 12 to 24 hours, after 
which all symptoms disappeared. We 
would again start the atropine solution, 
increasing the dose in four-day periods, 
so at the end of each four days the dose 
remained stationary for three days. This 
method was continued until the optimal 
dose was found. By this method we have 
eliminated all trouble, every case has 
shown marked improvement altho many 
had been on other forms of treatment for 
a long time. We have not found it neces- 
sary to give beyond 18 drops three times 
daily, having obtained the best results in 
doses between 10 and 18 drops. After 
further observation we may be able to 
give the larger doses and obtain still bet- 
ter results. 
REPORT OF CASES 

Case 1. White male, age 24. Symptoms 
began five years ago. Has always been 
able to feed and dress self but for four 
years has not been able to speak plainly 
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or keep mouth closed, some tremor of left 
hand. Other methods of treatment gave 
very little relief. After ten days treat- 
ment his mouth remains closed, improve- 
ment of speech is very noticeable, tremor 
of hand has disappeared. Is now taking 
18 drops three times a day. This is one 
of two cases that developed wild delirium 
—this occurred on the ninth day. The 
drug was withdrawn and he returned to 
normal mental condition after 24 hours. 
He was again started on 1 drop three 
times daily, increasing each dose a drop 
a day for four days, and given this amount 
three days, again increasing 4 drops and 
so on until 18 drops have been given three 
times a day without symptoms of poi- 
soning. 


Case 2. White male, age 21. First 
symptoms began about 1921. Six years ago 
both hands became flexed with the 
thumbs between the fingers and palms, 
this was soon followed by the head being 
drawn backward and the mouth was wide 
open. This man entered the hospital 
about three months ago and was the first 
case given atropine sulphate. His head 
was drawn so far backward it was dif- 
ficult for him to walk and he had to be 
fed, as he could not see the food on the 
table or on his plate. He also had marked 
ocular crises. By placing both hands be- 
hind his head he could move his head for- 
ward, but the rigidity was so marked he 
could not do so with one hand. It was 
a physical impossibility for him to close 
his mouth and speech was of necessity 
very defective. Very marked improve- 
ment was noticed after ten days treat- 
ment. He is now taking 18 drops three 
times daily. His head is not drawn back- 
ward, his mouth is closed, he feeds and 
dresses himself with little difficulty and 
the eye symptoms have disappeared. 


Case 3. White male, age 44 years. 
Symptoms began about eleven years ago. 
Has been in this hospital since February, 
1926. Other forms of treatment gave very 
little improvement. This case had all the 
symptoms of Parkinsonian syndrome, with 
very marked bulbar symptoms. He has 
always been able to walk unaided; his 
speech has been so defective that he sel- 
dom could make himself understood, and 
he had not been able to dress or feed him- 
self for five years. After ten days treat- 
ment his speech was greatly improved, he 
could feed and dress himself without aid. 
He is now taking 14 drops three times a 
day and can dress himself in three 


minutes. 








Case 4. White male, age 27 years. 
Symptoms started eleven years ago. Pa- 
tient attempted suicide by shooting and 
was committed to this institution at that 
time. The mouth was open and the tongue 
protruded, his speech was so defective he 
could scarcely be understood. This man’s 
condition gradually grew worse until the 
past five years he could not dress or care 
for himself without assistance and for the 
last two years he could not feed himself. 
The ocular crises were very severe. After 
taking 15 drops of atropine solution three 
times daily he is able to walk unaided, 
climbs stairs without holding to railing, 
feeds and dresses himself and his speech 
has shown marked improvement. He is 
now taking 18 drops three times daily. 


Case 5. White male, age 27. First 
symptoms were noticed about nine years 
ago. This man has always been able to 
feed, dress and care for himself. For the 
past two years has been unable to keep 
mouth closed and has been unable to write. 
A great improvement was shown after 
fifteen days treatment, after twenty days 
treatment was able to keep mouth closed 
without difficulty and writes fairly well. 
He is now on 10 drop doses, as the 15 
drops caused nausea and abdominal dis- 
tension, and the nervous symptoms seem 
to be as completely relieved as on the 
larger doses. 


Case 6. White male, 29 years of age. 
First symptoms noticed in December, 
1922. He has always been able to feed, 
dress and care for himself but was very 
nervous and irritable. After ten days 
treatment he showed noticeable improve- 
ment, and is now taking 14 drops three 
times daily, with excellent results—is not 
nervous and has shown no signs of irri- 
tability in the past month. 


Case 7. White male, age 24. Symptoms 
started in February, 1920. History states 
he slept for six months. This was fol- 
lowed by a psychopathic personality, wide- 
open, staring eyes, mask-like face and a 
marked tremor of left hand and foot, in- 
volving the arm and leg. After ten days 
treatment great improvement wes shown. 
He is now taking 16 drop doses. The 
masked face and the eye symptoms have 
nearly disappeared, and there is no tremor 
at all of hand or foot, except after violent 
exercise the fingers show a slight trem- 
bling. 

Case 8. White female, age 31. Ad- 
mitted to the Eastern Oklahoma Hospital 
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April 30th, 1926, with history of having 
had “influenza and sleeping sickness” in 
1919, and further states she “slept for six 
months.” At the time of commitment ex- 
tremities showed marked tremor, the gait 
was slow and careful, the neck was rigid 
and the tongue and lips showed bulbar 
paralysis. In spite of all treatment her 
condition gradually became worse. For 
the past two years she was unable to feed 
or dress herself, could not walk or stand, 
and was unable to turn herself in bed. Her 
articulation was very difficult. She has 
been on treatment 28 days, takes 12 drops 
three times daily, can dress and feed her- 
self part of the time and walks without 
aid. Speech is much improved. Has shown 
symptoms of poisoning on larger doses 
and further improvement may be expected 
when her tolerance to the drug increases. 


Case 9. White female, age 38. Symp- 
toms began eleven years ago, after con- 
finement. She became unstable, would 
fight other members of the family and 
finally attempted suicide at time of com- 
mitment in 1928. She was badly emaci- 
ated and had all symptoms of the Par- 
kinsonian syndrome with marked tremor 
of left hand which was practically use- 
less. This patient is psychasthenic and 
has never cooperated. Has been on treat- 
ment 28 days and is taking 12 drops of 
atropine solution each dose. There is con- 
siderable improvement in the tremor and 
other symptoms, and she is now able to 
feed, dress and care for herself without 
aid. 

Case 10. White female, age 21. The 
first symptoms began in 1919, and she 
was admitted to the Eastern Oklahoma 
Hospital eight years ago. She has been 
in bed since that time with her symptoms 
gradually increasing. When she tried to 
walk she went backwards and was unable 
to stop until she came in contact with the 
wall or something to steady her. 


After treatment of ten days duration 
she developed influenza and the drug was 
withdrawn. Recovering, she again was 
started on the 1 drop dose, increasing a 
drop a dose each day. She has reached 
the tenth day, taking three doses of 10 
drops each. 

There is still some tremor of hands and 
legs but she is able to be up and dressed 
all day and is able to walk correctly. She 
has shown marked improvement in every 
way. 

Case 11. White female, age 44. We 
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have very little history of this patient. 
She was committed to the Eastern Okla- 
homa Hospital September 9th, 1929, in a 
helpless condition, could not walk or stand 
alone, typical Parkinsonian tremor was 
noted, the eyes were fixed and staring and 
the speech was badly affected. For the 
past two years she has been unable to 
turn herself in bed but has been able to 
sit in a wheel chair during the day. The 
nurses have always had to lift her in and 
out of the bath tub. 


She has been on treatment 28 days and 
is now taking 14 drops of the atropine 
solution three times daily, turns herself 
in bed, walks with some assistance, having 
taken a few steps alone, and can get in 
and out of the bath tub with someone to 
steady her. 


We have seven other cases under treat- 
ment, three women and four men. One 
woman had failed rapidly and her death 
was expected daily for three or four days 
at the time we began treatment. At the 
end of 25 days we were giving her 25 
drops of atropine solution three times 
daily (the largest dose we have given), 
she had gained fourteen pounds in weight, 
her temperature was normal and she 
could walk to the bathroom unaided. 


We have received three new patients 
during the month of April and began 
treating them immediately. One of these, 
a woman, had been unable to feed and 
dress herself or to comb her hair for six 
years. She now takes care of herself in 
every way with little difficulty. Another, 
a man, entered the hospital with both 
wrists and his throat slashed with a razor, 
in an attempt at suicide; he was unable to 
stand or walk alone. He is now taking 
16 drops three times daily, dresses and 
feeds himself, is able to be up all day, 
walks fairly well without aid and takes 
setting-up exercises. 

Time will not permit describing the re- 
maining cases but all of the 21 cases we 
have taking atropine sulphate solution 
have shown very marked improvement. 


SUMMARY 


1. The Hirsau atropine treatment is 
recommended for the treatment of the 
Parkinsonian syndrome in preference to 
other treatments advanced, as the results 
in 35 cases treated in that clinic, 26 cases 
reported by Stemplinger and 21 cases 
treated in the Eastern Oklahoma Hospital 
showed excellent results in all cases. 








2. Institutional or hospital care is ad- 
vised for four to six weeks, as in giving 
such toxic doses of the drugs it is neces- 
sary to have the patient under observa- 
tion at all times. 


3. A large per cent of the cases may be 
restored to a-useful life by carrying on 
the treatmerit in their homes. When the 
optimal dose is established the patient 
may be fitted with proper glasses to over- 
come the marked dilation of the pupils 
and take the atropine indefinitely without 
bad results. 


4 
—Q—— 


AVITAMINOSIS: III. SPECIFIC EFFECT OF 
VITAMIN B ON GROWTH AND LIPID 
METABOLISM: LIPEMIA AS SYMP- 
TOM COMPLEX IN THIS AVITA- 
MINOSIS 





For the past four years Barnett Sure and Mar- 
garet Elizabeth Smith, Fayetteville, Ark. (Jour- 
nal A. M. A., Aug. 1, 1931), have been searching 
for a symptom complex in vitamin B deficiency as 
may be evidenced by the blood chemistry picture. 
Their results, however, were, in the main, nega- 
tive. They have considered of little clinical im- 
portance the anhydremia and the increase in the 
nonsugar reducing substances of the blood, which 
were frequently encountered. They feel, however, 
that their present observations may serve as an 
aid to the diagnostician, since they indicate the 
presence of a marked lipemia, i. e., a large in- 
crease in the concentration of lecithins, fatty 
acids and the iodine number of the fatty acids, 
indicating unsaturation, in lactating mothers and 
nursing young and also in weaned animals, in this 
avitaminosis. Since there has been no definite 
yardstick by which to measure vitamin B de- 
ficiency from the standpoint of chemical analysis 
of the blood, as, for instance, the low phosphorus 
concentration in the case of rickets, it has been 
difficult to diagnose, positively, borderline cases 
of vitamin B deficiency as it exists in the United 
States; and it is hoped that a chemical study of 
the lipids of the blood will prove helpful to the 
clinician as a guide in vitamin, B therapy, parti- 
cularly in infant nutrition, in which anorexia is 
a common symptom complex. 


4) 
oe 


SIGNIFICANT HEMORRHAGE RETINAL 
LESIONS IN BACTERIAL ENDOCARD- 
ITIS (ROTH’S SPOTS) 


William Brown Doherty and Max Trubek, New 
York (Journal A. M. A., Aug. 1, 1931), call at- 
tention to the fact that the characteristic elliptic 
retinal hemorrhage with white centers occur in 
the bacterial endocarditides, acute and subacute, 
and in the severe anemias, notably —— an- 
emia. The discovery of this lesion because of its 
significant appearance may aid in early diagnosis. 
The lesion occurs in both eyes, with a little great- 
er frequency in the left eye. The lesion has little 
prognostic value in subacute bacterial endocardi- 
tis; in several instances it had appeared and dis- 
appeared in successive crops many months before 
death. The authors suggest that the designation 
“retinitis of endocarditis” might after further 
study be appropriately applied. 
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TRAUMATIC SURGERY* 


E. ALBERT AISENSTADT, M.D. 
American Hospital 
PICHER 


When I accepted the assignment of 
reading a paper on “Traumatic Surgery” 
as part of the scientific program of this 
meeting, it did not occur to me at the time, 
that I was assuming a responsibility far 
in excess of my ability to meet, within the 
time and space allotted. 


Traumatic Surgery! Within the space 


of but a few years this specialty has de- - 


veloped into such tremendous importance 
and covers so extensive a field that with- 
out specifying a particular subject under 
this caption, one must treat the subject in 
general terms and prepare a “birds’ eye 
view,” so to speak, of the whole. 


It will be my purpose, therefore, to limit 
this paper to a general discussion of trau- 
matic surgery hoping that sufficient in- 
terest might be inspired, whereby dif- 
ferent phases of this branch of surgery 
might be discussed from time to time dur- 
ing County and State meetings. 


The term “traumatic surgery” is com- 
paratively of recent origin. It is but very 
few years, since the term “industrial 
surgery” was more in vogue. At this time 
the terms are used synonymously, but I 
am inclined to agree with those who de- 
signate the surgical treatment of injuries 
as “traumatic surgery,” as this term cov- 
ers treatment of all injuries and not only 
such as may have originated in industry. 


Surgery of cases arising out of and in 
the course of industry is now beginning to 
attract the attention of the best men in 
the profession. There was a time when in- 
dustrial accidents were treated either by 
the general practitioner or a contract sur- 
geon employed on full or part time by cor- 
porations, thereby providing employees 
with medical services, either inspired by 
their sense of justice or as required by 
law. Most of these contract surgeons were 
young men recently graduated, who ac- 
cepted such positions as a means of liveli- 
hood but who were not especially trained 
or experienced to perform efficient serv- 
ice. In other instances practitioners who 
were not successful in their locations and 
who needed steady employment for the 
support of self or family were employed 


*Paper read before the Surgical Section of the 
Oklahoma State Medical Association, Oklahoma 
City, Oklahoma, May 12, 1931. 


for this purpose. With a few brilliant ex- 
ceptions, the type and standard of men 
practicing traumatic surgery as a special- 
ty some twenty years ago or more, was 
not of the best. But many changes have 
taken place, and today, we face new prob- 
lems which call for a readjustment by the 
medical profession. 


Accompanying the evolution of the 
mechanical age and the wide spread use of 
the motor car, there has been an emanci- 
pation of the wage earner from the status 
of semi-slavery, to the point where society 
recognizes the justice of protecting the 
working man from the hazards of his oc- 
cupation and when such protection fails, 
to provide him with such efficient medi- 
cal treatment, hospitalization, nursing, 
etc., as might be necessary. Industry has 
accepted this principle of protection and 
service as part of its business, and the 
medical profession has been called upon 
to put forth its best effort in bringing 
about the recovery and rehabilitation of 
the injured working man in the shortest 
period of time, returning him when pos- 
sible, to the same occupation that he was 
deprived of by physical disability due to 
the injury. 

It is obvious, therefore, that if industry 
proposes to assume the responsibility and 
cost of such service, that it has the moral 
right to demand and should receive, the 
best and most efficient surgical care that 
is obtainable. The reaction of the medical 
fraternity to this demand has been slow 
but nevertheless effective, and today we 
have some of the most skilled men in the 
medical profession and the best trained 
men in the surgical field, available for 
service in this specialty. 

I say a specialty, and I contend that 
traumatic surgery is nothing short of a 
specialty. There are men who are practic- 
ing medicine who refuse to acknowledge 
that traumatic surgery is a specialty and 
feel themselves competent to perform this 
service when they have had neither the 
training nor experience to justify such an 
assumption. 


There are men in the profession who 
resent the intimation that they are not 
competent to handle this type of work. 
But any sensible person, whether a sur- 
geon or a layman who has had an oppor- 
tunity to see the results of treatment by 
these men will be forced to the conclusion 
that such is the case. Why is it that a 
practitioner who sends practically all of 
his cases of surgery to a surgical consul- 
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tant, and in this manner frankly admits 
his incompetency to private patients to 
perform a simple appendectomy or other 
simple surgical procedure, assumes the 
right to treat a compound comminuted 
fracture of both bones of the leg in a man 
who not only is expected to recover from 
his injury but to be rehabilitated as far as 
possible to perform the same type of work 
as he did before the injury? Don’t mis- 
understand me. I do not intend to convey 
the impression that the diagnosis and 
surgical treatment of appendicitis is ne- 
cessarily simple, but I do believe that the 
operation for an uncomplicated case of 
appendicitis in competent hands is a very 
simple major surgical procedure as com- 
pared to the treatment of a serious frac- 
ture. But the treatment of a compound 
comminuted fracture of a leg requires a 
thorough understanding of the anatomy of 
the parts, the mechanics of bones and mus- 
cles, the use of the proper apparatus, 
training in the handling of such cases with 
infinite patience and gentleness, and final- 
ly, at least a reasonable amount of experi- 
ence. How is a man to efficiently treat 
such a case who does not average even 
seeing one, once or twice a year? But this 
is not all. I have seen surgeons who are 
thoroughly competent to perform a hyster- 
ectomy or drain a gall bladder but who 
have made miserable failures in treating 
and bringing about a rehabilitation of a 
case of traumatic sugery such as a muti- 
lating injury to a hand or a fracture-dis- 
location of an elbow. 


One problem lies in the fact that except- 
ing in industrial centers, by far the largest 
number of traumatic surgical cases are 
first seen by the general practitioner. I 
do not wish to propose that any physician 
and surgeon should not administer such 
first aid or emergency treatment as he is 
able to give, but it occurs to me that im- 
mediately thereafter, recognizing and 
realizing his own limitations, he should be 
willing to refer such a case to one who is 
competent to handle it. The tendency and 
temptation of the average practitioner to 
retain control and continue the treatment 
of such cases is due, in part at least to the 
fact, that compensation laws of many 
states require the employer to carry com- 
pensation insurance which pays for the 
treatment and the medical practitioner 
therefore feels assured of being able to 
obtain an unusually high fee for the serv- 
ices rendered. 


How can we as a profession maintain 
the respect and confidence of the general 








public, of men of the legal profession, of 
captains of industry, when day after day 
and year after year they see the results 
of incompetent treatment of cases placed 
in the hands of members of our profes- 
sion? It seems to me that it is high time 
that our organization promote a greater 
efficiency along these lines. It is high 
time for introspection and self criti- 
cism, and if reform does not come from 
within our ranks, it certainly will come 
from without. 


No longer does the average layman look 
upon the doctor with the deep reverence 
and awe which was the prerogative of our 
predecessors. Mysterious words of “‘would 
be” Latin and solemn pronouncements 
which once sent chills up the spine of a 
trusting public have passed by the board, 
with the “stove pipe hat” and variously 
trimmed “vegetation” about the face and 
chin. Today the average layman recogni- 
zes education, training, and experience in 
a doctor and expects efficiency and results. 
If pseudo-medical fads and isms are flour- 
ishing today it is the inefficiency and the 
hide-bound obstinancy of the medical pro- 
fession to recognize its own short comings, 
that is responsible for it. And in traumatic 
surgery, medical practice as viewed by 
men placed high in industry, by the courts, 
and by intelligent laymen and working 
men, is stripped of its mystery and must 
stand on the services rendered and re- 
sults obtained. 


The above criticisms have been directed 
for the most part against those who at- 
tempt the practice of traumatic surgery 
who are not competent to do so, but there 
is yet another phase to the situation which 
in my opinion presents perhaps a more 
serious offense than that already discuss- 
ed. It is a case of the surgeon who by 
reason of his training and experience is 
really competent to take charge of and ad- 
minister treatment to a case of traumatic 
surgery, but whose methods reflect upon 
his own efficiency, as well as the medical 
profession as a whole. 


For years, the leaders of our profession 
have been insisting upon complete phy- 
sical examinations. Such examinations are 
not performed with sufficient consider- 
ation in traumatic surgery. Whether a 
case be one involving minor or major 
surgery, a thorough examination of the 
affected parts is indicated. Of course, this 
should be preceded by a careful history of 
the injury. In due course of time a com- 
plete physical examination should be con- 
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sidered, for in many cases of disability 
from trauma, pre-existing diseases or ab- 
normalities contribute toward such. Then 
there is the case of trauma which will ag- 
gravate a pre-existing condition. A com- 
plete physical examination will reveal in 
many instances a non-traumatic aggrava- 
tion of a pre-existing condition or disease, 
which if discovered promptly will save in- 
dustry large sums of money and eliminate 
the unworthy claimant from the benefits 
provided for the honest working man, by 
law. 


One of the most deplorable experiences 
that I have had to face is the spectacle of 
an otherwise competent man in traumatic 
surgery come before a judge or jury to 
give medicolegal testimony, who is woe- 
fully unprepared to give accurate infor- 
mation because the records of the case are 
incomplete. Every case of traumatic sur- 
gery no matter how insignificant or unim- 
portant it may seem to be at the time the 
surgeon takes charge of the case, should 
have prepared as complete a record cover- 
ing the history of the injury, the physical 
examination, findings, and treatment, as 
it is possible to prepare. Daily treatments 
should be recorded and change of status 
should be noted at frequent intervals. 
There is no excuse for a practitioner no 
matter how busy, to face the public with 
an acknowledgment that he does not re- 
member certain details pertaining to a 
case. It is embarrassing to the doctor, dis- 
concerting to those whom he represents, 
and unjust to all parties concerned. The 
habit of preparing thorough and complete 
reports is one that should be encouraged 
and practiced. 


Infinite patience must be practiced in 
treating many cases of traumatic surgery 
and after active treatment has been com- 
pleted and open wounds healed, there re- 
mains the period of reconstruction and re- 
habilitation during which time the trau- 
matic surgeon must exercise his ingenuity, 
patience, skill and experience and apply all 
recent information on the subject to bring 
about a satisfactory end result. Industry 
is no longer satisfied with simple cures as 
represented by healed wounds or united 
bones. They expect rehabilitation of the 
injured man. Sufficient progress has been 
made along these lines so that the general 
public knows that complete rehabilitation 
in many cases is possible. The surgeon who 
turns out a large percentage of cases with 
great partial permanent disabilities is not 
only doing the patient an injustice but is 
bringing about a reflection on the medical 








profession, a situation which is becoming 
more and more difficult to explain. 


The use of X-ray is very important in 
traumatic surgery, and should be used 
more extensively than is now the case. 
Progress of healing of fractured bones 
should be noted from time to time by the 
fluoroscope or X-ray. Efficient treatment 
of trauma to bones or joints cannot be ex- 
pected without this important guide to 
diagnosis and treatment. 


The traumatic surgeon should develop a 
careful technique in the treatment of all 
cases but particularly those of minor im- 
portance. The serious case by weight of 
its own importance will demand better 
treatment. It is in the minor case which 
when improperly or carelessly treated, we 
see infections and disabilities far out of 
proportion to what should be expected. I 
do not insist upon a certain technique or 
a particular antiseptic, as there are a num- 
ber of remedies that have equal merit. We 
have our own technique of disinfecting 
traumatic wounds. Other men use an en- 
tirely different technique and obtain equal- 
ly good results. The point is, that thé trau- 
matic surgeon should select with care 
antiseptic or disinfectant remedies upon 
which he may definitely rely to give him 
the results he expects, and then to apply 
these with such technique that will minim- 
ize if not eliminate sources of error. 


In the treatment of fractures we find 
that one important source of poor end re- 
sults is the prolonged immobilization of 
the parts. There are too many cases turned 
out with impairment or ankylosis of joints 
from prolonged immobilization and disuse, 
joints which at the time of the injury were 
not involved at all. When it is discovered 
that prolonged immobilization is necessary 
for the satisfactory healing of fractured 
bones, it will be found in many cases that 
reduction has not been properly performed 
or in all probability there is an interposi- 
tion of soft tissue between the fragments 
which make healing a slow and unsatis- 
factory process. Where in some surgical 
clinics open reduction of fractures is 
practiced on far too many cases, there are 
others where it is not practiced enough. 
If each case were studied upon its own 
merits we would have fewer cases of non- 
union or delayed union, or stiff joints, It 
may seem that the average practitioner 
should be competent to treat a Colles frac- 
ture, and yet when I see time and again 
patients who have had their forearms, 
wrists and hands immobilized for a period 
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of time ranging up to six, eight and ten 
weeks, is there any wonder that we have 
such a high ratio of permanent disabili- 
ties? 

Complete immobilization should be per- 
mitted for a very short time and massage 
and manipulation of soft tissues should 
begin early. Gentle and patient passive 
motion of adjacent joints should be prac- 
ticed even long before there is firm union, 
and careful active motion encouraged some 
time before the part could reasonably be 
expected to bear weight or severe strain. 
For example, in our clinic after a Colles 
fracture is properly reduced, complete im- 
mobilization is permitted for only three to 
seven days, depending on severity of case, 
and massage begun at once. Passive mo- 
tion very gently applied follows, while the 
parts are supported by bandage and sling, 
and within two weeks we expect our pa- 
tient to co-operate by attempting careful 
and ever increasing active motion of the 
fingers, hand and wrist. Under such treat- 
ment the annoyance and embarrassment of 
50 to 100 per cent stiffness of the wrist 
functidn has been almost eliminated. 


The lack of proper understanding of 
surgical anatomy, the mechanics of bones 
and joints, the action of muscles and liga- 
ments, inspires poor surgical judgment on 
the part of the operator. The lack of 
proper understanding of acute and chronic 
infectious processes of the body and the 
relationship of trauma to such conditions, 
has caused a great deal of misunderstand- 
ing and has brought about a reflection up- 
on the judgment, training and efficiency 
| the medical profession, that is deplor- 
able. 


I sincerely believe that the rank and 
file of the members of the medical pro- 
fession are honest. The mistakes that they 
make are honest mistakes. I believe that 
they do try to improve themselves and 
would not intentionally misrepresent con- 
ditions as they exist, but I maintain that 
this is not true of all. It is possible to err 
on both sides. The doctor who treats or 
examines a working man sustaining a 
fracture of both bones of the leg, and is 
willing to state within only three or four 
months from the date of injury that the 
man has a total and permanent disability 
of that extremity is either lying or exposes 
his ignorance. The same is true of a phy- 
sician who contends that because he sees 
no fracture lines in an X-ray of the skull, 
that the patient could not have symptoms 
of dizziness, headache and other intra- 














cranial symptoms causing a disability 
after a severe head injury. There is too 
much enthusiasm on the part of members 
of the medical profession to testify for 
the side that pays them, so that whether 
a man has a total permanent disability as 
a result of an injury or whether he is a 
malingerer, depends only too frequently 
upon what side that particular surgeon 
happens to be. 


Time and space will not permit me to 
go into the detailed treatment of traumatic 
surgical cases. The field is too vast, cover- 
ing injury to soft tissues, bones and joints, 
as well as internal structures of any por- 
tion of the body, to single out any particu- 
lar phase to the exclusion of the rest, in 
this general paper. Such reference to 
special types of trauma as referred to 
above, was more particularly for the pur- 
pose of illustration. 


Now just what is it that I propose, to 
meet the situation which I paint as un- 
satisfactory? 


First. Let us throw off the cloak of 
passive indifference toward inefficiency 
and ignorance within our ranks and by 
constructive criticism if possible, or de- 
nouncement if necessary, require practi- 
tioners to inform themselves, and train 
themselves in this ever increasing branch 
of surgery, or let such cases alone. If we 
do not honestly indulge in introspection 
and self criticism, the exposure and de- 
nunciation will come from without. 


Second. As suggested above, a large 
proportion of cases will be seen first by the 
general practitioner. He should avail him- 
self of every opportunity to improve his 
information relative to traumatic surgery, 
to more efficiently cope with its problems. 
And with a case in hand he should learn to 
honestly weigh his ability to handle it and 
if he cannot, to refer it to a competent col- 
league, after applying such emergency 
measures as the case demands. 

Third. Those who do practice traumatic 
surgery should recognize the importance 
of careful histories, thorough physical ex- 
aminations and complete records. They 
should. remember that the X-ray and lab- 
oratory as a guide to diagnosis, prognosis, 
and treatment, are invaluable and should 
be used, freely. 

Fourth. Gentleness in the manipulation 
of injured parts is of paramount import- 
ance and the careless surgeon has lost half 
his battle in treating and rehabilitating a 
given case, when he takes hold of tender 
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and wounded tissues with rough hands. 
Then, too, the attitude of the surgeon to- 
ward his patient is of great importance. 
Too many doctors make a distinction be- 
tween their rich private patients and the 
poor working man whose service is paid 
for by an insurance carrier. The latter is 
entitled to respect and courteous consider- 
ation as well as the former. But on the 
other hand coddling and paternalism lends 
an exaggerated importance to many cases, 
which under the present system of work- 
men’s compensation, lead to a distorted 
idea of disability. And repeated physical 
examinations of some patients with too free 
a discussion of the case by consulting ex- 
aminers in presence of the patient fills 
him with alarm and doubt and promotes 
the development of the mental state, 
whether real or fancied, popularly abused 
under the grand and glorious screen of 
“traumatic neurosis.” 


Fifth. Close attention to superficial 
wounds and minor surgical cases, the im- 
proper treatment of which, all too fre- 
quently results in serious and damaging 
end results. 


Sixth. Infinite patience and a philo- 
sophic attitude toward cases involving pro- 
longed disability, as an attitude of dis- 
couragament and impatience on the part 
of the doctor can inspire nothing but help- 
lessness and futility in the patient. 


Seventh. Selection of suitable antisep- 
tics, disinfectants, apparatus and equip- 
ment, to be applied with a studied and 
careful technique in all cases both minor 
and major, to insure the best possible re- 
sults. More soap and water and less of 
nasty ointments. 


Finally, when in doubt or in despair 
over the progress of a case, seek consulta- 
tion and advice,—not the sort where your 
conslutant will “kid you along” with a 
“Well, I guess everything is being done 
that is possible,” etc., but real constructive 
criticism which you should accept as an 
aid and not an insult. 

There has been to much soft soap and 
hypocrisy in our relations during consul- 
tations. If the consultant is worth his hire 
he should have the moral courage to point 
out carelessness, inefficiency and ignor- 
ance. Not necessarily in a brutal manner, 
—‘“say it with flowers” if you like, but 
say it. 

These criticisms and suggestions are 
directed to the society not for the purpose 


| 


| 
| 
| 
| 





of being defamatory or destructive, but to 
inspire a desire to improve your informa- 
tion and technique in a rapidly growing 
specialty in a fast moving age, so that 
eventually, we shall win and hold a well 
earned confidence of enlightened lay per- 
sons. I sincerely hope and trust that the 
present administration of our society will 
see fit to assign to various members of our 
organization as well as visiting guests. 
such subjects in traumatic surgery which 
may prove of interest to us all. 


DISCUSSION: Dr. J. F. Kuhn, Oklahoma 

City. 

I don’t believe that any one can discuss 
this paper. I think this paper is the gem 
of the whole meeting. I believe in more of 
this type of paper. It is indeed a wonder- 
fully written paper, wonderfully well con- 
ceived and full of marvelous suggestions 
and criticisms. It is going to read mighty 
well when it comes out in the State Medi- 
cal Journal. 


I wish the whole room was full of men 
who do surgery, so that they could have 
heard this marvelous paper. I want Dr. 
Aisenstadt to say what he said in his 
paper for the next fifty years, “Use soap 
and water and clean up the wound.” 

Dr. Ross D. Long, Oklahoma City. 


In speaking of cerebral head injury, it 
has been my practice in handling cases 
where the trolleys have fallen and hit the 
patient on the head, to clip the hair close 
and put iodide of bismuth on the wound, 
place a cap on the head and let the patient 
return to work. In injury of the hand, I 
have been putting ichthyol 10% in col- 
loidin on the injury. 

I think that Dr. Aisenstadt gave us a 
very splendid paper especially in regards 
to Colles fracture. 

What shall we say about the man who is 
completely disabled? We should be careful 
when we make a statement that a man is 
completely disabled. He may be complete- 
ly disabled for carrying on the vocation at 
which he was working before the injury, 
but in the majority of cases, he is not com- 
pletely disabled for doing many other 
kinds of work, and we will find that he is 
usually able to do some minor class of 
work. 

Dr. I. W. Bollinger, Henryetta. 

I enjoyed the doctor’s paper very much 
and I think it is a well written paper, and 
it will be good reading when it appears in 
the State Medical Journal. 
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Recently I started a man back to 
work at the end of six months who had 
suffered a compression fracture to the 
third lumbar vertebra. The patient made 
a complete recovery and I could see no 
reason why he could not return to his reg- 
ular work. We are too prone to classify as 
permanent, total or permanent, partial 
disabilities, all injuries of the spine es- 
pecially those in which there has been a 
fracture, as a matter of fact, the majority 
of such cases will make a complete recov- 
ery if properly treated. I agree with Dr. 
Aisenstadt that the treatment of fractures 
is a specialty within itself, and the aver- 
age doctor is not equipped to properly 
treat fracture cases. 

One word about treating infected hands. 
While in Chicago, recently, I was in one of 
the largest hospitals and saw quite a large 
number of severe hand infections. A good- 
ly number of these cases had been poorly 
treated by having the dorsal surface in- 
cised to establish drainage, when the 
original injury and the infection were on 
the palm of the hand. They were incised 
on the dorsal surface because the doctor 
who had treated them did not know that 
in such cases pus rarely accumulates on 
the dorsal surface of the hand. The re- 
form Dr. Aisenstadt speaks of is not only 
needed in Oklahoma, but is needed in some 
of the larger centers as well. 

Dr. Butler, 

I do want to thank the doctor for that 
paper on traumatic surgery. It is the thing 
that each doctor in the rural district 
should know more about because they are 
the ones who have to come in contact with 
traumatic surgery We have all types of 
injuries, especially in the oil fields, and we 
are sometimes in too big a hurry in re- 
pairing some of these injuries, and I have 
seen head injuries and lacerations of great 
depth which have been dressed and the 
doctor did not shave the hair from around 
the wound. We should have more of the 
doctors of the industrial section of Okla- 
homa here, so they could hear this won- 
derful paper. 

Dr. Aisenstadt: Closing Discussion. 


I believe that it was Dr. Butler who 
suggested in his discussion, that the gen- 
eral practitioner will have his share of 
traumatic surgery. Undoubtedly, outside 
the industrial centers, the general practi- 
tioner will come in contact with a very 
large proportion of cases of traumatic 


surgery and no one will deny his right or 
duty to take care of them. And it is for 
that reason that he should prepare himself 
by study, reading and special training to 
administer efficient service or else content 
himself with the administration of first 
aid only and turn the case over to compe- 
tent hands. People are becoming enlight- 
ened as to the proper surgical procedure 
and results to be obtained therefrom. If 
we want to avoid legal complications, 
legislative interference or state medicine 
we had better inform ourselves and prac- 
tice an advanced style of traumatic sur- 
gery. 

Some one asks what should a physician 
do when he comes across a serious com- 
pound fracture of the femur, and should 
he immediately immobilize the parts in a 
cast. Such a case, in my opinion has no 
business in a cast. I believe it is more im- 
portant to immediately treat the soft tis- 
sues in a compound fracture, than the 
bones. Again let me urge the use of soap 
and water. I know of no better disinfect- 
ing procedure than debridgement of de- 
stroyed tissue and complete mechanical 
cleansing with soap and water. When you 
have eliminated the inevitable infection 
which will follow and have healed the soft 
tissues, there will be sufficient time to 
treat and heal the bones. 


Relative to head injuries. I think that 
there is too much enthusiasm on the part 
of some surgeons to operate too many 
skull fractures and head injuries. I have 
seen some very serious head cases and 
have found that the best treatment in 
many of them is to leave them alone. Re- 
member, that there are times when the 
best surgery is no surgery. If you have 
a specific case where intracranial hemor- 
rhage or pressure indicates trephining, 
then operate. 


As to total disability. There is too great 
a tendency to designate a given case of 
serious or multiple injuries as a total 
permanent disability at too early a period. 
Permanent means “forever,” so far as the 
patient is concerned, and “forever is a 
long time.” I have seen many cases ad- 
judged as permanent disabilities which 
wken litigation had ceased, and nature had 
had time to perform her glorious work, 
that in spite of the doctor, the patient re- 
covered from his permanent total disabil- 
ity and became a self supporting and use- 
ful citizen. 
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THE TREATMENT OF BURNS, THE 
PROMOTION OF EARLY HEALING 
AND CORRECTION AND PREVEN- 
TION OF LATE COMPLICATIONS. 


VILRAY P. BLAIR, M.D. 
Department of Surgery, Washington University 
ST. LOUIS, MO. 


On this service a great many late re- 
sults of burns are cared for where the 
patient has escaped death but has been 
terribly crippled by the burn. Even though 
a burn may be primarily sterile, all skin 
contains staphylococci which may become 
active. In the area of irritation between 
totally destroyed and viable tissue these 
staphylococci may become active relatively 
far from the surface. Nothing on the 
surface can protect the patient from such 
an infection. Without going into the ideas 
of, or criticizing other types of treatment, 
I would like to present the plan of treat- 
ment that has been worked out on my serv- 
ice by Dr. J. B. Brown. He has been work- 
ing at this method for a number of years 
and in going over these cases I was sur- 
prised to see what results he has obtained. 


Children as well as adults respond quick- 
ly to the following outlined treatment. The 
patient is put in a padded bath tub of 
warm salt solution of from two to five per 
cent for two or three hours each morning. 
No attempt is made at sterility but the 
whole process, of course, is kept as clean 
as possible. If, however, the patient is 
severely burned, he may be left in the bath 
continuously and bowel and bladder con- 
tents emptied into the tub as necessary, 
cleaned out and fresh solution added. The 
continuous bath, however, is seldom ne- 
cessary but may be employed for fatally 
burned patients and will usually be found 
to give a great amount of comfort in the 
last days or hours of life. 


It is interesting to see a patient who is 
entirely unruly or a child who screams and 
resists at the mere thought of a dressing 
accommodite himself to the salt bath. A 
patient is sometimes put in the first bath 
with all the dressings and even the clothes 
on. After a short time of soaking the pa- 
tient usually becomes confortable and the 
clothes and the dressings may be cut loose 
and allowed to soak free. The patient may 
be changed from one whose morale is ap- 
parently entirely lost to a cooperative pa- 
tient who looks forward to the time of the 
bath and who may even sleep or eat while 
in the bath. An attendant should, of 
course, be close by at all times. As soon 








as possible movement of the joints, both 
active and passive, is encouraged. 


When taken out of the bath the patient 
is put in a covered bed that is heated to a 
comfortable temperature by a row of 
electric lights overhead. If there is a 
tendency to infection or crusting hyper- 
tonic fluids are poured over the area fre- 
quently, or gauze compresses soaked with 
mild antiseptics such as acriflavine, gen- 
tian violet or hexylresorcinol are applied 
frequently. No attempt is made at restric- 
tion of movement as we firmly believe that 
active motion is the best preventive of 
secondary contractures. The primary con- 
tractures of the burn scar itself is best 
prevented by a strict control of sepsis and 
an early replacement of lost skin. 


As soon as possible the patient should 
be gotten up and about and interested in 
friends or playmates. At this time a dress- 
ing will be necessary and because we be- 
lieve that grease does not promote the 
healthiest type of granulations and is a 
definite hindrance to the take of a skin 
graft, we use either frequently changed 
packs of saline or boric solution, or gauze 
pads that have been well soaked with a 
water soluble jelly that contains two or 
five per cent sodium chloride. This dress- 
ing is as comfortable as a grease dressing 
and is left on to be soaked off in the fol- 
lowing bath. 


There is no originality claimed in this 
routine. We fee! that where the full thick- 
ness of the skin has been lost, the main 
idea should be to get the wounds as clean 
as possible as soon as possible, and cover 
the remaining surface defects with appro- 
priate skin grafts. 


DISCUSSION: Dr. Curt VonWedel, Okla- 
homa City, Okla. 


I am very glad to be able to talk about 
this subject. This subject is rather a pet 
hobby of mine. I talked over this situa- 
ton with Dr. Brown of St. Louis, and we 
have been treating our burns with wet 
dressings. We first started the bath treat- 
ment of burns at Bellevue Hospital twenty 
years ago, and we used the soda baths. 
It was difficult to get the nurses to use 
it, and it fell into disuse and they soon 
started using the grease dressings. When 
the War came on they sprayed liquid par- 
affin on the burns which formed a cover- 
ing over the burns, and of course the burns 
became infected. Within the last five 
years, out of the Ford Hospital, came the 
tannic acid treatment of burns. In the 
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hands of the average man that is one of 
the ideal methods of treatment of burns. 
When we have these cases in the hospital, 
we spray on the tannic acid and put them 
under a rack with electric light bulbs or 
we use a tannic acid dressing with ban- 
dages. We do not use cotton. The burns 
are not dressed then for two or three days 
unless they are very severe. We never 
hurt the patient and we do not use an 
anesthetic. We give the burns all the time 
in the world to heal. This tannic acid 
forms a heavy coat, and sometimes it is 
necessary to lift this with a knife and a 
saline dressing is used. We try to graft 
in-two or three weeks. I am very much 
opposed to grease dressings. 


These greasy dressings cause infection 
and the burns become keloidal, thick, 
heavy scars which contract. As Dr. Blair 
has stated, a vast majority of these bad 
results can be avoided by wet dressings. 
The saline dressing, if we have adequate 
nursing service, and the bath are the ideal 
methods of treatment for burns. We used 
the “KY” jelly with salt solution and it 
works wonderfully well. 


Dr. E. C. Mason, Oklahoma City, Okla. 


I hope that Dr. Blair will pardon my 
enthusiasm for tannic acid treatment of 
burns. It will probably be of interest to 
know how we came to introduce the treat- 
ment of tannic acid. It was during some 
work in the autolysis of body tissues that 
we conceived the idea that the absorption 
of autolyzed tissue might be toxic to the 
individual. We found that a piece of 
liver the width of two fingers sectioned 
and dropped back into the abdominal cav- 
ity of the dog caused death in 15 to 18 
hours; also section of the spleen caused 
death in 50% of the dogs. However, in 
the case of the spleen, death never oc- 
curred under 72 hours. Due to observa- 
tion of this work by Dr. Davidson and my- 
self, we arrived at the conclusion, that 
absorption of dead and dying tissue from 
burns proved fatal. Following my sug- 
gestion, Dr. Davidson used tannic acid on 
a series of nine cases. His splendid re- 
sults have been abundantly confirmed 
throughout this country and abroad. The 
advantages of tannic acid are: 


1. It decreases the mortality rate 
from 28 to 15 per cent. 

2. It relieves pain, making the 
use of morphine practically 
unnecessary. 

3. It forms a protective coating, 





preventing the loss of fluids 
and reduces sepsis. 

. It is especially to be desired 
in treatment of burns in chil- 
dren. It precipitates the toxic 
material and prevents absorp- 
tion. - 

I am especially enthusiastic over tan- 
nic acid by this time, due to the fact that 
Dr. Underhill has recently advocated free, 
open drainage, and forced fluid; and has 
stated that local treatment of burns is 
especially unnecessary. He further states 
that a burn involving 1-6th of the body 
surface will cause a loss of 70% body 
fluids in 24 hours. 

His analysis of this fluid shows it to be 
essentially blood plasma. Therefore, I 
feel the most rational method of the treat- 
ment of burns is to avoid loss of fluid by 
the use of tannic acid. 

CLOSING DISCUSSION: Dr. Vilray Blair. 

I do not want to criticize any real 
method of treatment of burns. I have 
used tannic acid, but the bath as I have 
described in our hands with the hyper- 
tonic salt solution has worked better than 
anything that I have seen. I always con- 
sider in any plan of treatment that the 
man who is using that plan of treatment 
can use it better than the man who is not 
experienced with it. 


4 
eas 


INTRAMUSCULAR USE OF LIVER EXTRACT 





Maurice B. Strauss, F. H. Laskey Taylor and 
William B. Castle, Boston (Journal A. M. A., Aug. 
1, 1931), present preliminary observations from 
which it appears that the intramuscular use of 
liver extract has all the theoretical advantages of 
the intravenous method and is decidedly practical 
both from a therapeutic and from an economic 
standpoint. Furthermore, some patients appar- 
ently prefer to inject a sma!l quantity of liver 
extract intramuscularly rather than to ingest a 
large quantity of liver or to take an extract by 
mouth which is not altogether palatable. From 
the preliminary observations it seems possible 
that the extract necessary for a week’s treatment 
when taken by mouth may, if given by daily in- 
tramuscular injections, suffice for from five to 
six months. The intramuscular method may be 
of even greater advantage in those cases uir- 
ing unusually large doses of extract by mouth or 
actually a iile-coving measure in severely ill pa- 
tients. The adequate treatment of cord lesions 
requiring large amounts of liver extract may be 
greatly simplified by the parenteral injection of 
liver extract alone or as an accesso to oral 
therapy. The authors describe a method of pre- 
paring an extract of liver suitable for intramus- 
cular injection and highly potent in penicious 
anemia. Maximal reticulocyte responses were 
obained from the daily intramuscular injection of 
the extract derived from 10 Gm. of liver. The 
potential therapeutic and economic advantages of 
this method are suggested. 
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THE MODERN TREATMENT 
OF BURNS 


EDWARD C. MASON, M.D., Ph.D., F.A.C.P. 
From the De ment of Physiology, University 
of Oklahoma School of Medicine. 
OKLAHOMA CITY 


Mason and Davidson have published sev- 
eral studies (1), (2), (3), concerning the 
toxic substance liberated during the auto- 
lysis of tissues. While carrying on these 
studies the idea was conceived that the 
toxicity accompanying burns was due, in 
a large measure, to the absorption of pro- 
ducts of autolysis. Since such burns were 
usually sterile, it was decided that the 
toxic fraction came from the patient’s own 
dead and dying tissues and not from any 
bacterial action. Davidson (4), at the 
suggestion of the author, instituted the 
use of tannic acid as a treatment for 
burns. The advantages of such a treat- 
ment, over other methods of treatment, 
lie in the fact that tannic acid (1) precip- 
itates the dead and dying tissue which 
has been made acid in the process of burn- 
ing; (2) such a precipitate serves several 
functions; (a) it prevents absorption from 
the burned area; (b) it prevents loss of 
fluid; (c) it has an analgesic action; (d) 
secondary infection is less likely and (e) 
it aids in the healing process which makes 
scar tissue formation less of a problem. 


The splendid results obtained by David- 
son, which have been so abundantly con- 
firmed by others, strongly suggest that 
the tannic acid treatment has definite 
merit. 

Very recently Underhill et al have pub- 
lished an exhaustive study on superficial 
burns (5), (6). In Underhill’s papers 
the following points are developed: 


1. Experimental animals with a burn 
involving one-sixth of the surface area of 
the skin may have a loss of fluid to the 
extent of 70 per cent of the total blood 
— in a period less than twenty-four 

ours. 


2. Following burns the loss of water 
from the blood becomes so great as to 
cause circulatory deficiencies. The slow 
progress of the blood through the capil- 
laries results in an inefficient oxygen sup- 
ply to the tissues which in turn suffer 
from inadequate oxygenation and partial 
asphyxiation. 

3. Careful studies of the fluid lost in 
the burned area has shown it to be essent- 
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ially the same composition as the blood 
plasma from which it came and the fluid 
poured into the burned area must be re- 
garded as blood plasma and, like plasma, 
it clots spontaneously, serving as it were 
the purpose of spreading an insoluble 
membrane over the injured area. 


4. From his experiments Underhill is 
led to doubt the existence of a specific 
burn toxin and to believe that the postu- 
lation of such a theory is wholly unneces- 
sary. 

TREATMENT 


Under treatment Underhill 
veloped the following: 


1. During the first twenty-four to 
thirty-six hours the capillaries in the 
vicinity of the burned area are in a state 
of increased permeability and if fluid is 
given intravenously it leaves again very 
rapidly. For this reason the administra- 
tion of fluid must be continuous. 


2. It is a good practice in badly burned 
patients to give a slow intravenous injec- 
tion of 1000 c.c. of physiologic solution of 
sodium chloride as soon as possible. 


8. Underhill further states that since 
there is little or no absorption from the 
burned area there is no danger of early 
infection. He recommends that local 
treatment of the burned area be delayed 
and treated as convenient. 


Almost at the close of his paper Under- 
hill asks the all important question, “Why 
stop drainage by the os ag of sub- 
stances like trinitrophenol or tannic 
acid?” I wish to ask the question, “Why 
not use tannic acid to stop drainage?” 
The word trinitrophenol has been omitted 
purposely since one who has had exper- 
ience with the two drugs knows that the 
two are not interchangeable. 


Very briefly summarized we find Un- 
derhill considers the problem of burns to 
be one of fluid loss from the body through 
the burned area. His analysis of such 
fluid shows it to be essentially the same 
as blood plasma and like blood plasma, it 
clots spontaneously serving the purpose 
of an insoluble membrane over the in- 
jured area. Confronted with such a pro- 
blem, I would consider using an agent 
whieh would check the loss of body fluid. 

I wish to give a few quotations, selected 
at random, from articles appearing on 
the use of tannic acid in the treatment of 
burns. Such quotations are not offered 
in defense of the treatment as I feel no 


has de- 
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defense is required, however, it does sup- 
port the idea that the local treatment of 
burns is not without value. 


Bancroft, discussing Davidson’s paper 
in 1926, said (7), “Previously I used the 
debridement method The tannic 
acid treatment is a revelation as far as 
the comfort of the patient is concerned . 

... At present all cases at the Lincoln 
Hospital are being treated by the tannic 
acid method.” 


In 1930 Bancroft again states (8), “For 
extensive burns of the third degree the 
tannic acid has proven by far the best 
method in my hands.” Those of us who 
treat burns the other way, and know the 
painful dressing that we have to do the 
first week, will be astonished at the al- 
most complete relief from pain, and the 
comfortable attitude of a child during the 
first week or ten days, with the tannic 
acid membrane on.” 


Beck and Powers (9), “The striking 
and most important features of tannic 
acid treatment are: 1, the control of tox- 
icity; 2, the simplicity of method; and 3, 
the comfort of the patient.” 


Benedict (10), “We have used this 


method in a number of cases, and in sev- 
eral we feel that it has been a life saving 
measure.” 


The early use of tannic acid in England 
is reported by Gordon (11), who states, 
“The use of tannic acid simplifies the 
treatment to a great extent. The appli- 
cation is soothing and quickly relieves 
pain. The coagulum forms a protective 
covering for tissues beneath and the 
whole area is perfectly dry, so the loss 
of body fluids is minimized. Scar forma- 
tion is lessened, owing to the absence of 
sepsis, and the wound heals quickly. Above 
all the toxemia is controlled, and more ef- 
ficiently the earlier the tannic acid is ap- 
plied.” “There has been little written re- 
ference in this country to the use of tan- 
nic acid in the treatment of burns, yet it 
is simple and efficient and deserves a 
more generalized use.” 


Beekman (12) includes the following 
in his conclusions: “The tannic acid 
method of treating cutaneous burns is the 
most satisfactory treatment so far ad- 
vanced. The mortality has been decreased 
from 28 to 15 per cent in a series of 434 
cases of burns in children. This decrease 
of mortality is the result of lowering the 
death rate from toxemia by two-thirds. 
The average hospital stay of patients was 





increased six days by the tannic acid 

treatment. This is probably the result of 

the fact that patients with severe cases of 

rey: lived who otherwise would have 
ied.” 


Montgomery (13) gives the a 
report, “In common with Gordon, Fraser, 
McCullough, Beck and Powers, I feel that 
this method is a real advance in the treat- 
ment of burns and more than any other 
method, it has reduced the mortality fig- 
ure. The practical absence of pain by the 
analgesia of the tannic acid and the com- 
plete freedom from dressings is a joy, not 
only to these children but to the surgeon 
who has to look after them.” 


It is clearly understood that Davidson 
did not discount the importance of main- 
taining body fluids in burns. The follow- 
ing quotation taken from his original 
paper on tannic acid in the treatment of 
burns gives the administration of fluids 
its proper consideration. “One of the 
most essential features of the manage- 
ment of all burn cases is that of keeping 
up the fluid balance in the body. This is 
accomplished by forcing fluids by mouth, 
where possible, or by hypodermoclysis, 
proctoclysis, or intravenous infusions, ac- 
cording to the special indications in each 
case.” 
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VAGINAL HYSTERECTOMY, INDICA- 
TIONS AND CONTRA-INDI- 
CATIONS* 


MARVIN E, STOUT, M.D. 
Polyclinic Hospital 
OKLAHOMA CITY 


Vaginal hysterectomy has fallen so 
completely into disuse that it may be well 
to review some of the conditions that are 
more amenable to this type of operation, 
as well as to point out some of the con- 
tra-indications to its use. But first, let 
us enumerate the chief causes for the re- 
moval of the uterus. The diseases which 
most surgeons agree to be indications for 
hysterectomy are: 


1. Early malignancy; carcinoma 
and sarcoma. 


. Uterine sepsis, usually accom- 
panied with infected adnexa. 


. Marked uterine displacement, 
usually procidentia with cys- 
tocele and rectocele. 


. Uncontrollable dysmenorrhea. 


. Uterine tumors; fibroma and 
myomata. 


. Uncontrollable hemorrhage. 
UTERINE MALIGNANCY 


An early diagnosis of uterine malig- 
nancy, spells immediate hysterectomy to 
practically all surgeons the world over. 
And this is true regardless of the type of 
malignancy or the part of the organ in- 
volved. Of course, the prognosis is much 
more favorable in the slow growing adeno- 
carcinoma of the fundus than in the rapid- 
ly developing sarcoma of the cervix. Too, 
many of us are not satisfied with hys- 
terectomy alone and insist upon supple- 
menting our efforts with deep radio- 
therapy. Nevertheless, we are all agreed 
to early hysterectomy and the only point 
to determine is the type of operation and 
the manner of approach. 


I also know that, in the minds of most 
surgeons, this point is already settled, and 
is dismissed by saying, “We don’t do 
vaginals.”’ 


I know the advisability of ever per- 
performing a vaginal hysterectomy is be- 
coming more and more remote in the 
minds of many surgeons. But should 
there be exceptions to this rule? I be- 

*Read before Surgical Section, Annual Meeting 


Oklahoma State Medical Association, Oklahoma 
City, May 11, 12, 13, 1931. 
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lieve there should, in fact, I am not so 
sure that every cancerous uterus, that is 
operable, should be removed thru the 
vagina. 


Sometime ago, when we first began us- 
ing gas anaesthesia, we confined its use 
to those patients whom we thought to be 
unable to stand ether. Later, we decided 
that if it lowered the mortality in the bad 
risk, it must be better for the patients 
whose risk was not so great. And, now, 
its use is practically routine. 


In looking the literature over, among 
the discussions on vaginal hysterectomy, 
I find many such statements as: “If the 
patient is a large, fat woman, an abdomi- 
nal hysterectomy is much more difficult 
than in a thin woman, in such cases the 
vaginal operation should be selected as 
the operation of choice.”” Again, I quote 
from Howard C. Taylor, who says, “There 
is no question that there is less shock and 
less general disturbance to the patient 
from a vaginal hysterectomy than from 
the ordinary abdominal hysterectomy, 
therefore, the vaginal hysterectomy is the 
better operation for the patient who is 
advanced in years, or who is a bad sur- 
gical risk from any cause.” If this be 


true, and I think it is, then I wonder if 


it is not also a better operation for our 
more fortunate patients who do not fall 
into the classification of poor surgical 
risk. 


The operation certainly can be done 
with much more ease to both the surgeon 
and the patient. The risk of hemorrhage 
is lessened to a degree, the risk of infec- 
tion is materially lessened and there is no 
comparison with the amount of shock. The 
cervix can be more widely dissected, and 
to my mind, there can be a more complete 
removal of the organ than thru the ab- 
dominal route, except for the Wertheim 
operation, and I would like to quote you 
what Fernand Henrotin has to say on 
this operation, as he so completely ex- 
presses my experience. He says, “The 
advisability of ever performing vaginal 
hysterectomy for cancer seems constantly 
to be questioned in these latter days, since 
the elaborate and complicated modern pel- 
vie evisceration has come into vogue; but 
gradually surgeons are beginning to 
realize that, after all, only very robust 
women, in whom the disease has not made 
much headway, can withstand these formi- 
dable dissections. Therefore, many of us, 
some from mature reflection and others 
by reason of sad experience, reserve the 
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complete radical abdominal operation for 
very favorable cases, and perform either 
vaginal, or abdominal hysterectomy, in a 
less radical, and also less dangerous man- 
ner. 


I can not help believing that if most of 
us would study our mortality rate closely, 
and check up our end results scrupulously, 
we will find that we have just as many 
cancer patients alive at the end of a five 
year period, and fewer immediate deaths; 
if we, too, discard the more radical opera- 
tion, except perhaps in the very favorable 
cases, and satisfy ourselves with the less 
radical abdominal operation, and to my 
mind the vaginal route is the safer and 
more thorough in most instances. 


UTERINE SEPSIS 


Now, with uterine sepsis, accompanied 
with marked infection of the adnexa, I be- 
lieve we should practically always select 
the abdominal route. However, in this 
condition I hold a different opinion to 
many of the more radical writers and 
workers, in that I doubt the advisability 
of primary hysterectomy in many of these 
cases—frank pus tubes for example. In 
such cases, I believe you will cure most 
women by simple salpingectomy and to 
remove the uterus routinely will increase 
the mortality as much as it reduces the 
morbidity. 


There are, however, many women with 
large septic uteri, most of whom have 
large lacerated, eroded or cystic cervices, 
some of whom have a low grade salpin- 
gitis. These women suffer many and 
varied symptoms, consisting of backache, 
heavy uncomfortable feeling in the pelvis, 
with more or less tenderness, headache, 
disturbed menstruation, leukorrhea, and 
soforth. These cases do not fit into any 
well defined classification of disease, and 
many of the milder ones can be cured by 
curettage, trachelorrhaphy, or cauteriza- 
tion. But, there are a number of the more 
severe cases that will not yield to such 
treatment and can only be relieved by 
hysterectomy, and in such instances the 
vaginal operation is the simpler and safer 
procedure. 


MARKED UTERINE DISPLACEMENT 


In searching the literature, I find vagi- 
nal hysterectomy advocated for complete 
procenditia, or uterine decensus, more 
often than for any other cause. But, with 
my own work, instead, I repair the cysto- 
cele and rectocele that is usually present 
and simply anchor the uterus high in the 








abdominal wall after the technique of 
Murphy, rather than to resort to hyster- 
ectomy of any form in most of these 
cases. And where I have seen fit to re- 
move the uterus, I have usually .removed 
the fundus thru the abdomen and anchored 
the cervical stump in the abdominal wall 
for the added support obtained for the 
bladder. I believe this to be a better pro- 
cedure than vaginal hysterectomy in these 
cases. 


UNCONTROLLABLE DYSMENORRHEA 


Dysmenorrhea is more or less present 
with many women, so is always considered 
as a relative term. Too, some women 
tolerate much pain with but little distur- 
bance, others tolerate little pain with 
much disturbance. 


It is not my policy to advocate any 
form of surgery as a remedy for this con- 
dition in the absence of demonstrable 
pathology. However, there are a few 
instances when, after all efforts at relief 
have failed, and the condition is so severe, 
that one may be justified in advising 
hysterectomy.’ In such instances, if the 
cervix is normal, the patient reasonably 
thin and her general condition is other- 
wise good, a supra vaginal, abdominal 
hysterectomy is to be preferred ; but if the 
cervix is diseased, necessitating a com- 
plete hysterectomy, I believe it can, in 
most instances, be removed with greater 
safety per vagina, especially if the patient 
is obese or a poor surgical risk from any 
cause. 


UTERINE FIBROMA AND MYOMA 


In uterine fibroma and myoma, each 
individual case should be a law unto itself. 
If the cervix is normal, the patient thin, 
and the tumor large, then the abdominal 
route most certainly should be selected. 
However, if the cervix is diseased, the 
patient fat, and the tumor not too large, 
and especially if the patient has hemor- 
rhaged until she is weak and depleted, by 
all means the vaginal operation is by far 
the safer procedure. 


UTERINE HEMORRHAGE 


In many of the diseases of the uterus 
and adnexa just enumerated, hemorrhage 
is the most alarming symptom. In addi- 
tion we often come in contact with women 
suffering from uncontrollable menorrha- 
gia or metorrhagia from some remote or 
undiscernible cause, when all remedies 
fail to give relief. In this condition, there 
is no more satisfactory surgery than vagi- 
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nal hysterectomy and it is so much safer 
for these, exsanguinated patients, than the 
abdominal operation, that I feel it should 
be the operation of choice. 


COMMENT 


Like many of the younger men, I was 
not educated to the benefits of vaginal 
hysterectomy in my early training and 
was very prejudiced toward adopting its 
use. My first operation was done in 1924, 
seven years ago, and I might add, it was 
done under pressure and contrary to my 
judgment. 


The patient, 60 years old and quite 
frail, was seen by one of our outstanding 
practitioners, who made a diagnosis of 
uterine cancer, from re-establishment of 
irregular bleeding twenty-four years fol- 
lowing the menopause, together with the 
appearance of the cervix, which was typi- 
cal of carcinoma. 


A surgical consultant was called who 
agreed with the diagnosis and advised the 
use of radium because of the poor surgical 
risk. Another surgical consultant was 
called, who agreed that radium was the 
treatment of choice. (I might say that 


these men are two of our foremost sur- 
geons and men in whom I have every con- 
fidence). The patient’s family physician 


then asked me if I would supervise her 
radium treatments and look after her gen- 
eral care, to which I agreed. But, after 
three radium treatments at six weeks in- 
tervals, the patient consulted another sur- 
geon who advised a vaginal hysterectomy. 
He refused to do it but called on me with 
the patient and practically forced the is- 
sue, agreeing to assist me and finally did 
the work for me. 


To my surprise, our patient lived and, 
I might add, she is alive and in good health 
at this time. 


Soon I had a patient practically mori- 
bund from uterine hemorrhage, on whom 
I operated successfully. Since this time 
I have gradually adopted its use, first 
with only the very bad surgical risk, and 
lately I have been applying it to the case 
that I think most adaptable to its use, 
rather than confining its use strictly to 
the poor surgical risk alone. I do not be- 
lieve that the vaginal operation should 
supplant the abdominal hysterectomy, by 
any manner or means, but I do believe 
that there are definite indications for its 
use, and by familarizing ourselves with 
the technique and carefully selecting our 
cases, we will be able to save more lives. 





OPERATIVE TECHNIQUE 


I will not discuss the operative tech- 
nique further than to say that in most 
cases I prefer the clamp method, for the 
reason that it reduces the time of opera- 
tion materially in moribund cases; second, 
it lessens the risk of hemorrhage to a de- 
gree; third, it increases the destruction of 
the tissues slightly, in cancer cases; 
fourth, I believe that a deeper vagina and 
firmer vault is obtained by this method. 


END RESULTS 


As to end results, for the past five 
years we have had all our hysterectomies, 
both vaginal and abdominal, come to the 
office at regular intervals for observa- 
tion, and in the vaginal cases the vaults 
have been just as firm, the vagina just 
as deep, and the total result just as satis- 
factory. 


Discussion: Dr. Horace Reed, Oklahoma 
City. 


Even though we are surgeons, we are 
human, and being human, we are inclined 
to follow fads; and in following fads we 
sometimes forget our tried and well known 
things which have been useful. Vaginal 
hysterectomy as indicated by the essayist 
has somewhat gone out of style. I agree 
that there are indications for vaginal 
hysterectomy. I do not agree that it is 
the method of choice. I feel that the 
patient which he described in his paper 
who is still living, is living, not because 
of the operation he used, but the radium 
which the doctor used before the opera- 
tion. In other words, in cancer of the 
cervix, if I can operate it successfully, it 
can be cured with radium. I believe too, 
that there are patients who I cannot oper- 
ate, successfully, who may be cured with 
radium; and in either case the use of 
radium for cancer of the cervix is much 
safer. When it comes to doing an opera- 
tion because it is safer and easier to do, 
we are not exactly logical. In operating 
upon cancer of the body of the uterus, we 
never know how high the lymphatics may 
be. While I recognize Wertheim’s opera- 
tion as being a dangerous affair it gives 
us an opportunity of directly eradicating 
the involved lymphatics. We cannot get 
those in a vaginal hysterectomy. 


If we do an operation as Schrowder 
did, split the whole floor of the peri- 
neum open, it becomes a dangerous opera- 
tion and there is a great loss of blood. | 
saw him do this operation and the bleeding 
was terrific. We can take out a uterus 
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safely and quickly, but we recall the old 
saying, “A successful operation but the 
patient died.” The doctor has given us an 
excellent paper. As a mechanical affair, 
his operation is to be recommended, but I 
think that we have to take great care in 
picking out indications in which to use 
vaginal hysterectomy. 

Dr, A. S. Risser, Blackwell. 


In cases of the old and feeble, vaginal 
hysterectomy is an operation which can 
be easily and simply done under sacral 
anesthesia. It is of tremendous advantage 
in those cases. 


Dr. John Burton, Oklahoma City. 


I have enjoyed the doctor’s paper very 
much. I should like to ask the doctor, 
“How long should we keep the clamps in 
place?” 

Dr. R. Q. Atchley, Tulsa. 

It is not a question of cosmetics when 
it comes to the removal of a uterus, but 
a woman without a uterus is more or less 
a psychic case after she finds out that 
the uterus is gone. In the clinics of 
Europe, hysterectomy is practically rou- 
tine. They believe that there is no use 
of leaving the uterus when the tubes are 
gone. They do not consider the endocrine 
side of the question at all. The American 
idea of the condition is certainly the most 
conservative. That is, they leave the 
uterus alone, unless it is large and in- 
fected, etc. The psychic effect on the 
woman is a good reason for leaving the 
uterus in bilateral pelvic infections. 


Dr. F. L. Watson, McAlester, Oklahoma. 


From the gist of discussion, vaginal 
hysterectomy is indicated in a good, loose 
pelvis without tumor masses. 


Dr. A. C. Hirschfield, Oklahoma City. 


I enjoyed the doctor’s paper very much. 
Vaginal hysterectomy concerns us all, but 
I have not done any in the recent years. 
Abdominal operations have been found 
most satisfactory. I do not believe in any 
iron clad rule and I think that vaginal 
hysterectomy limits our field of vision and 
limits our opportunity for exploration. 
By doing an abdominal operation, we can 
look over the abdominal contents. I think 
vaginal hysterectomy is indicated in pro- 
cidentia, prolapsed uterus, cystocele and 
rectocele. I have seen Dr. Price of Phila- 
delphia remove a fibroid as large as a 





fetal head and he did it very dexterously. 
He made us feel that it is an operation 
of less risk than it really is. The anchor- 
ing of the uterus to the abdominal wall 
sometimes causes pulling sensations, 
especially is it true, if the cervix is 
anchored in the abdominal wall.- We have 
gotten rid of one condition and created 
another. I have enjoyed the doctor’s paper 
very much and it has indeed given us 
food for thought. 


Dr. M. E. Stout: Closing Discussion. 


I thank you gentlemen for the frank 
discussion of my paper. Ten or fifteen 
years ago, I felt as Dr. Reed expressed 
himself, that vaginal hysterectomy was 
seldom indicated. The more I have fol- 
lowed vaginal hysterectomy cases, the 
more I have watched them, and have com- 
pared them with cases of abdominal oper- 
ations, the more I think that there is a 
field for vaginal hysterectomy in selected 
cases. 


Qe 
0 


THE NEW SQUIBB BUILDING 
A Symbol of Progress 





N EARLY 75 
years ago, Dr. E. 
R. Squibb founded 
a modest pharma- 
ceutical laboratory 
which was destin- 
ed to become the 
modern institution 
of E. R. Squibb & 
Sons. Through 
each _ succeeding 
year the business 
has grown in size 
because it has 
grown in service. 


In the course of 
rapid progress rew 
buildings, new 
methods, new dis- 
coveries have con- 
stantly supplanted 
the old. 


One of the recent evidences of growth is the 
new Squibb Building at 745 Fifth Avenue, New 
York City. Here are installed the executive of- 
fices of E. R. Squibb & Sons, in an impressive 
setting that is in keeping with the modern archi- 
tectural development of New York City and in 
harmony with the steady progress of the House 
of Squibb in the industrial world. 
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THE USE OF SODIUM AMYTAL IN 
OBSTETRICS BY THE GENERAL 
PRACTITIONER* 


E. K. COLLIER, M.D. 
TIPTON 


Since the introduction of sodium amytal 
several years ago a great number of phy- 
sicians and surgeons have given it clinical 
trial. Some favor its use, and others con- 
demn it; each for an apparently good rea- 
son. The introducers themselves have en- 
couraged each user’s drawing his own con- 
clusions. 


My conclusions are based on clinical 
trial exclusively, in the field of obstetrics, 
without direct personal experience in 
more than a few surgical cases operated 
under its influence. Without reference to 
its possibilities in surgical use, I have 
found its use in selected cases of obstetrics 
a decided therapeutic aid both subjectively 
and objectively in that the mother ap- 
proves, and also it has shortened the 
course of the first stage. 


It is quite true that few drugs will merit 
the popularity of nitrous oxide in dulling 
labor pains, but it is also true that the 
physician away from the hospital cannot 
carry nitrous oxide or employ a skilled 
anesthetist, as can the specialist enjoying 
hospital facilities and treating a class of 
patients with whom the fee is of second- 
ary import. Sodium amytal may have 
more limitations than nitrous oxide be- 
cause it should be given with care to 
those with hypotension, asthenia, marked 
anemia, depleted muscular tone, and to 
those in whom you expect dystocia from 
insufficient uterine contractions. And 
were the obstetrician to attempt produc- 
ing the total amnesia of labor possible 
with nitrous oxide (given before and dur- 
ing pains by inhalation) he would throw 
the sodium amytal likely into the disre- 
pute now held by scopolamin hydrobro- 
mate in twilight sleep. But its conserva- 
tive use should prove a boon to the mother. 


In the comparatively small group of 81 
maternity cases that I have used it in, 
I have experienced most satisfaction in 
multiparae, quite favorable reaction in 
primiparae up to the age of thirty years, 
and least satisfaction in primiparae over 
thirty. 

The primiparae under thirty enjoyed a 


*Read before Surgical Section, Annual Meeting 
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first stage of labor usually under ten 
hours, and quite a few times so short 
as seven hours which latter is less than 
half of Williams’ quoted average of six- 
teen hours from the beginning of pains 
until complete dilatation in the first child 
bearing. In the multiparae it was rarely 
called for as a pain relief until dilatation 
was more than half complete, in which its 
action has always with me been favorable. 
In primiparae over thirty, the second stage 
has been prolonged over the normal aver- 
age, and the first stage has not appeared 
as though shortened by the drugs use. But 
the course of labor in elderly primiparae 
is tedious anyway; so I can’t lay the ac- 
cusation upon the drug. 


In five multiparae who were able to at- 
tain a four finger dilatation without be- 
coming uncomfortable, I carried them 
through delivery without the mother re- 
membering anything about it, and with a 
minimum of stirring around during pain; 
and this on a dose of sodium amytal not 
exceeding nine grains. All these mothers 
were between 120 and 150 pounds weight 
and were well developed, with a history 
of no previous dystocia. 


In two primiparae below thirty there 
was total amnesia of labor from a two 
finger dilatation on, but in them the dose 
of drug was over nine grains, and in one 
of these there was some respiratory em- 
barrassment in the child. In two primi- 
parae over thirty (of ages 33 and 35) 
there was a tedious course (but the child 
in each case suffered no embarrassment 
at all). During the drug action there was 
better rest, but due to the long course, the 
drug could not be repeated because of 
anxiety as to the maternal and fetal cir- 
culatory condition. 


Therefore the cases in which I recom- 
mend the use of sodium amytal with most 
enthusiasm, are the multiparae, for they 
have in every case proved very apprecia- 
tive. But women who have not previously 
undergone the excruciation of unaided de- 
livery, having no background for com- 
parison, fail to appreciate any aid with 
the gratitude shown by one who is already 
a mother. Even here, its acceleration of 
dilatation will justify its use, where there 
is no contraindication. 


In some, when the presenting part rests 
on the pelvic floor and the action of the 
drug has subsided after two or three hours 
under a dose of sodium amytal not over 
six grains, there is so much pain during 
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pains that the mother does not pull on 
the straps, or allow anyone to pul! on 
her hands. Instead she uses her abdomi- 
nal muscles in an attempt to retard labor. 
In these cases, where the fetal heart 
sounds, maternal condition, and circula- 
tion as manifested by blood pressure 
height, are normal the woman will stop 
trying to restrain or impede the progress 
when given about 3 more gains intra- 
venously. That is, in most cases. In 
others it requires a bit of inhalation 
anesthesia to ease the pain. 


Concerning the method of administering 
the drug, I prefer the intravenous route, 
except in the early part of the first stage, 
when the oral use of capsules is almost as 
good and of less trouble to the patient. 
For intramuscular use the 1!4 and 3 grain 
ampoules are prepared. I have never 
used sodium amytal intramuscularly in 
obstetrics because by this route I cannot 
properly guage its immediate or remote 
effect, not knowing what height of action 
its maximum will be. By intramuscular 
route one must wait for twenty minutes 
or more for maximum effect. And unless 
one knows that there is no reason for the 
patient being more sensitive to its action, 
he might obtain an approach to surgical 
anesthesia in an obstetrical case and this 
might prove disastrous (to the child). 


By intravenous route, every cubic cen- 
timeter of solution reaches its maximum 
effect before you introduce more, and 
when your syringe needle is withdrawn 
you know just the final effect. One can 
give it orally in 3 grain doses, or up to 
6 grains, if he knows that the patient 
will not react too profoundly. The first 
dose orally should not be over 3 grains, 
to test the reaction. Then in about an 
hour one may repeat, intravenously if im- 
mediate dulling of the pains is required. 
In the early part of the first stage the 
pains do not demand very much sedation 
usually. In such cases I give not over 
one capsule, then wait 34 hour before re- 
peating, to guard against overaction in 
the sensitive. It is usually preceded a 
half hour by morphine sulphate gr. 4. 


In some women the cutting pains of 
dilatation are almost as severe as those 
experienced during expulsion. When they 
wish relief they wish it immediately, and 
since it is just as safe to give intraven- 
ously, I give it in preference by this route, 
very slowly as directed, not over 1 cubic 
centimeter a minute (each c.c. of solution 
representing 14 grains of drug). The 


best time to start giving it intravenously 
is, if you can judge correctly, about four 
minutes before the onset of a pain. In- 
troduce two c.c. slowly, one a minute, then 
stop to see what effect this three grains 
will have on the pain. If you give a six 
grain amount here, or continue giving so- 
lution until the pain stops, you cannot 
know that you have not given enough to 
lessen the pain strength or stop them al- 
together for an interval. But if you stop 
two minutes before the pain comes on, or 
two minutes even before the pain reaches 
its height, you know that the next pain 
will have as much or more force as this 
one. If the pains are quite excruciating, 
and so far apart as eight minutes, stop its 
introduction between pains and await the 
next one. But do not withdraw the needle 
and lay the solution aside, for it rapidly 
decomposes into a more toxic compound. 
It the solution is cloudy or hazy, it can- 
not be used, and these directions are given 
with every lot of ampoules. The point of 
desire in the drug’s effect, is to have the 
mother at perfect ease or asleep between 
pains, to rouse during pains and use her 
abdominal muscles and diaphram in bear- 
ing down during the second stage. She 
grasps and pulls, holds her breath and 
strains, then relaxes and rests. As the 
pain comes on she may complain of her 
back, as is quite common. She may even 
appear excited, and if anything more up- 
set than before the drugs use. But it is 
common for them to later state that they 
did not remember carrying on so. 


Just a word as to the prerequisite 
asepsis of the intravenous administration. 
Surgeons are prone to speak of different 
degrees of the superlative term “absolute” 
in asepsis. Thus when one says absolute 
asepsis in an abdominal operation he al- 
lows you to put the “sterile” gloved hand 
into the peritoneal cavity. But, speaking 
of asepsis in bone surgery one takes it for 
granted that the operator does not allow 
even glove contact of bones, using un- 
touched ends of instruments. The word 
asepsis here then has two different de- 
grees of meaning. So, in intravenous 
technique. Ordinarily a man may talk 
over and breathe over the piston of the 
syringe to be used, or pour the solution in 
a room where people walk on carpets. 
The dope fiend may even disso!ve his mor- 
phine in water taken from beside the road 
and “shoot” it intravenously with immun- 
ity. But in pregnancy, according to the 
late John B. Murphy, the site of placental 





JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION | 281 





attachment is the most fruitful existing 
field for infection by blood stream. There 
is stasis and congestion, and laceration. 
A stray germ or two in the circulation of 
a normal person may be of no conse- 
quence, but in the pregnant woman it may 
mean a double mortality. 


The deciding factor in the use of any 
drug is its action in the most unfavorable 
cases, and not its action in the majority. 
One mortality in every one thousand cases 
would justify condemnation of any drug 
no matter how alluring in the other ones. 
Therefore, since my cases do not equal one 
hundred to use sodium amytal in, my final 
attitude rests upon the decision of those 
who shall have used it in hundreds of 
cases, after considering both secondary ef- 
fects as gotten from tissue section study 
and clinical effects as observed at the 
bedside. As yet, however, if one keeps 
within the dosage advised by authorities 
who have used sodium amytal extensively, 
there is no untoward effect in the obstet- 
rical dosage. 


In all except the following cases the ac- 
tion of sodium amytal in my hands has 
been very favorable. 


Case 14. Mrs. H. M., well developed 
white primipara, age 20 years. Distance 


from lower border of symphysis pubis to 
sacral promontory by previous measure- 
ment was 131% cm. No signs of rachitic 
or contracted pelvis. Blood pressure 126- 
74 mm. Hg. Maternal heart rate 72 per 
m. Fetal H. R. 122 perm. (The mother 
was seen in labor 3 hours after onset of 
pains—or at 7:00 a. m.) She then had 
complete effacement of cervical canal. 
Presentation was L.O. A. with good en- 
gagement. 


Sharp cutting pains drove the mother 
almost frantic. At 7:15 morphine sulphate 
gr. 14 given hypodermically and in % 
hour 6 grains sodium amytal. (Three 
grains more than my trial dose at pre- 
sent). She had no relief apparently with- 
in 3% hour. At 9:00 a. m. she received 
four and one-half grains sodium amytal 
intravenously, and rested between pains 
but required restraint during pains, until 
11:00 a. m. There was only 4 mm. drop 
in systolic blood pressure after this in- 
travenous dose lasting only 15 minutes. 
Fetal heart rate not accelerated after 
pains. Soon after 11:00 she became very 
restless. At 12:00 she was given four 
and one-half more grains intravenously, 
very slowly, between pains. She still re- 








quired physical restraint during pains. 
Fetal heart rate rose from 122 to 128 per 
minute, after pains. Chloroform was 
given just before delivery to slow the pro- 
gress of too rapidly descending head. De- 
livery completed at 2:00 p. m. without 
episiotomy or perineal tear, though pal- 
pation revealed submucous diastasis of 
muscles of pelvic floor. Baby had marked 
palorand did not breathe immediately. 
Cord pulsation strong. Pharynx was as- 
pirated and Alpha Lobeline ampoule given 
one in umbilical vein before cord ceased 
pulsation, and one ampoule subcutane- 
ously in child. Within half minute after 
intravenous lobeline the baby drew a deep 
breath but did not cry. The cord was cut 
and delivery finished. In approximately 
a quarter of an hour the child’s respira- 
tion became shallow and wavery, so that 
as a stimulus it was placed alternately in 
cool water five seconds and warm water 
fifteen seconds continuing this for about 
five minutes. I stayed by the baby until 
respiration improved decidedly. Urine 
and meconium were passed three hours 
after delivery. It cried and became suf- 
fused with generalized flush five hours 
after delivery. Mothers condition was ex- 
cellent. Milk secretion appeared copiously 
on second day. Few hyaline casts in 
urine for 10 days after delivery, as in 
most cases even without sodium amytal, 
where chloroform is given. The mother 
was much pleased, and so were all the 
relatives, but I was not. 


Case 37. Well developed white primi- 
para, age 18 years, weight 120 pounds, 
without discoverable pelvic contraction. 
Morphine sulphate gr. 4 was given hypo- 
dermically at 2 fingers dilation, the 
mother having sharp cutting pains. Fetal 
heart rate 1384, L.O. A. Maternal blood 
pressure 122-74. After one hour I gave 
714 grains of sodium amytal intraven- 
ously for extreme discomfort. The mo- 
ther obtained no relief apparently, thrash- 
ing around on the bed, and requiring re- 
straint both during and between pains. 
Dilatation was complete in four more 
hours, making the length of first stage 
total 8 hours. Taking Williams 16 hour 
average in primipara, this makes her time 
just half the average. 


The mother complained of continuous 
low back pain, aggravated during the 
pain. She always wanted to turn on her 
side. When her wish was granted she 
still wanted to turn, appearing unable to 
realize her position. Otherwise her ori- 
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entation was excellent. During this time 
her neighbors started searching for the 
baby’s cloths and band but could not find 
them. The mother, on being asked, told 
them just where to find them, but after 
delivery could not remember anything 
about it. She had therefore an approach 
to clouding of consciousness so far as 
fixation of perceptions was concerned. 
Her association of ideas was excellent, 
and recollection of previously fixed per- 
ceptions good, but during the drug action 
there was no fixation of perceptions and 
therefore the desired amnesia of labor. 


Chloroform was given for short inter- 
vals just before delivery to retard speed 
of descent. No episiotomy was done. 
There was no perineal tear but there was 
a slight cervical tear which I repaired as 
best I could under the circumstances. 
The baby’s condition was excellent, the in- 
fant crying the moment it hit the air, and 
breathing with deep excursions. There 
was not the least palor. 


Case 33. One of pre-eclamptic tox- 
emia. Well developed white primipara, 
age 29 years with negative findings ex- 
cept that she had heavy albuminuria 
starting six days before delivery, with 
marked swelling of ankles, some distur- 
bance of vision, a retinitis (presumably 
albuminuric) in one eye. Her blood pres- 
sure was very high, rising from a pre- 
vious 130-90 to 180-120 during the last 
week. Hospitalization and institution of 
labor was strongly insisted upon but -re- 
fused. Three days before date of ex- 
pected delivery she consented to hospitali- 
zation, and was given intravenous glu- 
cose 25% in 50 gram quantities twice 
daily with insulin 15 units (without any 
protein, due to its tendency to increase 
katabolism and its high anabolic coef- 
ficient). This could not, obviously, be 
kept up long, due to the protein require- 
ments of the child but since it was so close 
to expected date of delivery this restric- 
tion temporarily was deemed not inexped- 
ient. Under this treatment and rest the 
blood pressure dropped to 160-94 within 
36 hours. On the third day albuminuria 
was much less, and quantity of urine rose 
from barely over 1100 c. c. to nearly 1800 
c.c. With sp. gr. 1.018 as highest and 1.010 
lowest gm. per c.c. My attempt to do a 
urea nitrogen of blood was of no avail, 
the technique failing somewhere. 


The onset of labor supervened without 
the mother becoming very uncomfortable 
until 3 finger dilatation was attained. At 





four fingers dilatation 714 grains sodium 
amytal was given intravenously without 
morphine. After complete dilatation the 
mother bore down forcefully and was de- 
livered of a boy baby within three hours, 
taking chloroform just before delivery. 
The baby breathed promptly. A canary 
bird watering cup was fitted over the ex- 
ternal genitals and voided specimen 
caught, containing no albumin and no 
casts. The mother had a one minute con- 
vulsion according to the attending nurse, 
biting the tongue before the mouth could 
be wedged, three hours after delivery. 
Four more hours later there was another 
convulsion, chloroform being given for 
the length of the convulsion, which still 
lasted about a minute. I did not see the 
mother until about ten minutes following 
the convulsion, when the mother appeared 
semi comatose, with good pupillary reac- 
tion but slight corneal refiex. She roused 
within an half hour to perfect lucidity. 
Albuminuria ceased within two weeks and 
eye grounds became normal about two 
weeks later. Blood pressure was 124-68 
fourteen days after delivery. 


Sodium amytal should not be given 
where there is evidence of fetal distress 
as barely audible heart sounds, or in cases 
with inherent weakness of musculature. 
Regardless of symptoms or maternal pain, 
it should not be given in amounts suffi- 
cient to lessen voluntary control of acces- 
sory muscules of labor. 


I think its oral use should be confined 
to earlier stages of labor. Personally, I 
prefer the intravenous route in both early 
and late stages. As to its oral use for 
any cause whatever, it should be given to 
patients abed only; never to ambulant 
cases and the doctor, after giving it in 
obstetrics, should remain with his patient. 
The patient may participate without more 
than mild complaint, so that, someone 
with some insight at least should be con- 
stantly at hand. If the patient is allowed 
to get up and walk, someone should steady 
her, due to her poor equilibrium. 


In any case where an untoward reac- 
tion on part of either mother or child was 
observed by me, as in the above respira- 
tory embarrassment, I must state that it 
was due to my injudicious use of the drug, 
and not to the drug per se. 

DISCUSSION: Dr. E. P. Allen, Oklahoma 

City. 

I have not used sodium amytal as I have 
had no occasion to use it. I give mor- 
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phine and later on gas oxygen. I proba- 
bly will use sodium amytal after the doc- 
tor works out several hundred cases to be 
sure that he is not hurting the babies 
and mothers. We give everything in the 
world, but later on, we go back to the 
old fads. 


Dr. J. B. Eskridge, Oklahoma City, Okla. 


I am like Dr. Allen, I have not used 
sodium amytal. The men in New York 
City are using it in every conceivable 
method and dosage. They use three grains 
followed with morphine and scopalamin. 
DeLee in Chicago uses three grains of 
sodium amytal by mouth and repeats as 
indicated every one or two hours, not 
giving more than 9 grains. Sodium amy- 
tal next to magnesium sulphate is the 
greatest respiratory depressant that we 
have. 


Dr. Collier: Closing Discussion. 


I have nothing else to say except that I 
may reduce my dosage of sodium amytal. 
I have not had any mortalities with the 
sodium amytal. 


4). 


MULTIPLE MYELOMA AND DIABETES 
INSIPIDUS 


Mark J. Bach, Milwaukee, and William S. Mid- 
dleton, Madison, Wis. (Journal A. M. A., Aug. 1, 
1931), report an instance of the coincidence of 
gross pathologic changes in the bones and dia- 
betes insipidus. Of particular significance were 
the possible changes in bony structures about the 
sella. Whatever the interrelationship between 
the bony lesions and the disturbances in water 
metabolism, a further example is added in the 
case of multiple myeloma with associated dia- 
betes insipidus. 
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UNUSUAL SKIN REACTION TO 
EPINEPHRINE 


According to R. W. Lamson and S. O. Cham- 
bers, Los Angeles (Journal A. M. A., Aug 1, 
1931), the subcutaneous administration of epine- 
phrine may be attended with certain protracted or 
even permanent manifestations. In one patient 
observed by them so small a dose as 0.2 cc. caus- 
ed a definite anemia of the skin in an area of at 
least 3 cm. in diameter. This anemic area was 
observed more than six hours after the injection, 
and somewhat larger doses have prolonged such 
manifestations for a — of from twenty-four 
to thirty-six hours. In spite of such protracted 
action with accompanying anemia of the skin, no 
permanent change was observed. The skin im- 
mediately around the site of injection shows 
marked atrophy suggesting the appearance of the 
foveated scar which follows a “primary” vaccine 
virus reaction. These unusual reactions may 
represent a local hypersensitivity or idiosyncrasy 
to the drug, but they have not been accompanied 
by any untoward systemic responses. 








DISEASES OF THE VESSELS OF 
THE FOOT AND LEG 


A. L. BLESH, M.D. 
Oklahoma City Clinic 
OKLAHOMA CITY 


These may be divided into two main 
classes : (1) The congestions—(2) The 
anemias. 

The congestions are (a) Thrombo-angi- 
tis obliterans (Buerger’s Disease), (b) 
Varicose veins. The Anemias are (a) 
senile sclerosis, (b) Symmetrical anemia 
(Raynaud) and (c) Diabetic gangrene. 

Buerger’s disease is quite frequently 
confused with Raynaud’s disease. They 
are fundamentally different both in ap- 
pearance, origin and symptomatology. The 
former is essentially an infiltration and 
thickening and diminution and loss of cali- 
ber thru contraction. It is progressive, 
agonizingly painful and constantly associ- 
ated with intermittent claudication. In- 
termittent claudication is merely intermit- 
tent sural muscle cramps appearing upon 
walking even quietly on a level surface. 
The foot blanches white on elevation and 
becomes purplish red with aggravation of 
pain when dependent. Gangrene begin- 
ning in toes, especially the great toes is 
usual, absence of pulse in Dorsalis pedis, 
disappearing first in posterior tibial, last 
in anterior. 

Raynaud’s is usually symmetrical, ap- 
pears in painful paroxysms during which 
the foot blanches corpse-white whether up 
or down. Pain is similar to that of ice- 
chilling. There will be shifting areas of 
red. Gangrene is rather rare. In this ad- 
vanced stage should gangrene occur, the 
differentiation is more difficult. 

The former occurs most frequently in 
middle aged male Russian Jews but not 
alone in that class; the latter in females 
especially of the hysterical type. The for- 
mer is due to a gradual constriction of the 
vessel walls caused by a low grade inflam- 
matory thickening of the adventitia. In 
the former there are no days of ease, the 
latter will exhibit days and sometimes 
weeks of almost complete relief. 

Varicose veins should be easily diag- 
nosed and differentiated. Yet, but a few 
days ago a man having Buerger’s disease 
well advanced, typical in symptomatology, 
came into my office who had been treated 
by injection for varicose veins. Of course 
very painful ulcers were the result of each 
injection since it would be almost impos- 
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sible to get the injection in the vessel in 
a case of Buerger’s. Senile sclerosis oc- 
curs in the aged, usually men. Arterio- 
sclerosis of a general type will be evident. 
Pain not so severe and of a different char- 
acter to Buerger’s, up or down with the 
leg makes little difference. 

Diabetic anemia most frequent in the 
over-fat middle aged individual, labora- 
tory will aid. Some erythromelalgia but 
not so pronounced as Buerger’s, associated 
wih a certain degree of anesthesia, pain 
not so severe—trophic ulcers and also gan- 
grene. 

Treatment in Buerger’s: Hypertonic in- 
travenous salt solution has long been used 
with some benefit. Heat is universally ac- 
cepted as beneficial. The principle under- 
lying all treatment is vaso-motor dilata- 
tion. 

Through the work of Steel of Philadel- 
phia, intravenous sodium citrate has 
earned a place in the treatment. In con- 
junction heat is applied and K. I. given 
by mouth. The method of treatment is 
as follows: First month in bed, lower half 
of body constantly in a hot air electric 
light bath, temperature 110. An injection 
of 60 grains sodium citrate dissolved in 
20 c. c. of freshly distilled water daily. In- 


ject into vein slowly, consuming about 5 


minutes of time. Second month every 
other day, with daily leg massage, in 
wheeled chair with legs down every morn- 
ing, perhaps a little walking. Intervals 
of injections gradually lengthened until 
at the end of a year, one weekly. Sleeps 
in electric bath for one year. K. I. 10 
gtts. three times daily throughout the 
year. Claims to functionally restore 80%, 
20% going on to amputation. Amputa- 
tion should be the Gritti-Stokes type. 

Object of treatment, the building up of 
collateral circulation. 

Raynaud’s is a disease primarily of the 
vaso-motor type and in this ganglion- 
ectomies and peri-vascular sympathetic- 
tomies comes uppermost to mind. This is 
quite well agreed upon in this disease, but 
is much in dispute in Buerger’s. 


Treatment of other types not now con- 
sidered. 


REPORT OF WOMAN’S AUXILIARY 
TO THE OKLAHOMA STATE 
MEDICAL ASSOCIATION 


The Woman’s Auxiliary to the Okla- 
homa State Medical Society held it’s an- 
nual business meeting May 12, 1931, in 











the Skirvin Hotel, Oklahoma City, with 
Mrs. Lloyd Sackett, state president of- 
ficiating. There were fifty-two doctors’ 
wives present. The state auxiliary now 
comprises three organized counties; Okla- 
homa, Pottawatomie, Tulsa. The latter 
affiliated with the state at this meeting. 
There are also twelve associate members, 
or members at large, from various cities 
over the state. 


Mrs. Herbert Wright, incoming presi- 
dent, made an interesting talk on organi- 
zation work, particularly stressing the 
need for it. She reported the fact that 
several of the larger cities are contem- 
plating organizing auxiliary units in 
their counties. , 


The newly elected officers are: Presi- 
dent-elect, Mrs. Earl D. McBride, Okla- 
homa City; first vice-president, Mrs. Fred 
Clinton, Tulsa; secretary, Mrs. H. G. 
Campbell, Shawnee; treasurer, Mrs. Car- 
rol M. Pounders, Oklahoma City. The 
appointed officers are: Mrs. Chas. Woods, 
Tulsa, parliamentarian; Mrs. L. F. Cailey, 
Oklahoma City, historian; Mrs. John Z. 
Mraz, Oklahoma City, editor. 


Oklahoma County Medical Society and 
Oklahoma County Auxiliary delightfully 
and informally entertained the visitors to 
the state convention with a series of social 
affairs. ‘The first of these was a pro- 
gressive party on the evening of the first 
day. The members and guests went first 
to the home of Dr. and Mrs. Ray M. Bal- 
yeat where a musical program was pre- 
sented. Next they went to the studio 
home of Dr. and Mrs. Fred Sheets where 
they viewed the lovely pictures painted by 
the hostess. Mrs. Sheets is no other than 
Oklahoma’s own Nan Sheets, nationally 
known artist. Last, but not least, they 
went to the home of Dr. and Mrs. W. K. 
West where Mrs. Bessie Leigh Chestnut 
presented a group of readings. Here the 
guests were served refreshments. On the 
second day the visitors were honored with 
a luncheon and style show on the roof 
garden of the Skirvin Hotel. Later that 
afternoon, they were the guests of Mrs. 
Edmund §. Ferguson at a lovely informal 
tea in her home. The third day, the 
executive and advisory boards held a 
luncheon and round table meeting in the 
University Club. The reception and 
dance in honor of the new president of 
the State Medical Society was held the 
third evening at the Shrine Temple. 


Betsy (Mrs. John Z.) Mraz, Editor. 
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| EDITORIAL 


VARICOSE VEIN INJECTION 
DANGERS 














All surgical procedure, regardless of 
its simplicity, is subject to possibilities 
leading to trouble, sometime having very 
tragic endings. The writer has noted the 
surgical excision of varicose veins for 
more than 30 years and has never known, 
personally, of a death. Nevertheless death 
has occurred from surgical treatment of 
varicose veins. Lately the injecting of 
varicosities, by various coagulants and 
irritants, has become the vogue, and, 
where applicable it is believed that it is 
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much easier on both the patient and the 
surgeon than treatment by surgical exci- 
sion. It is presumed that the surgeon 
will be discriminating and will select those 
cases for injection in which injection is 
better fitted than excision. The injection 
treatment has the advantage in that the 
patient may go on about his work, while 
surgical excision calls for more or less 
bed confinement. However, there are cer- 
tain types of greatly enlarged massive, 
torturous channels, which theoretically at 
least, would seem to be better treated by 
ligation high up and excision of the larger 
masses rather than treatment by injection. 


Regardless of the chemical used there 
is some danger, not necessarily in the 
chemical itself, but due to the fact that 
it forms a clot which may become an em- 
bolism. Isadore Silverman, Brooklyn, 
(Journal of the American Medical As- 
sociation, July 18, page 177) reports em- 
bolism and death following a case, follow- 
ing injection of 25 cc of 25% solution of 
sodium cloride. The report is valuable in 
that it reveals that the case reported was 
only the twentieth in which embolism, fol- 
lowing injection in hundreds of thousands 
of cases. It was timely in that he ad- 
vances the opinion that both the amount 
and the strength of the solution were too 
large. The writer has never used more 
than 10 cc of 20% solution and has seen 
no bad results except from an occasional 
leak into the adjacent tissue which while 
not serious, cripples the patient more or 
less and aggravates the surgeon. 


It should be remembered that this sim- 
ple procedure is not devoid of danger and 
it is questionable whether the amount or 
kind of solution used has any more to do 
with bad results than the solutions of 
higher concentration and quantity. The 
bad results occur from the detachment of 
a clot and the formation of an embolism. 
The dangers, few though they are, should 
not be forgotten. 


ff) 


KEEP APACE 





“It used to be that a man, competently 
educated to the point of graduating from 
college, could continue to be educated by 
casual and occasional reading, which kept 
him in a contact with the slow paced de- 
velopments in the arts and sciences. As 
things now are, each month and each week 
brings its tale of discovery and inven- 
tion and the frontiers of knowledge are 
constantly being enlarged so that no casual 
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effort can keep even the best college edu- 
cation up to date. 

“Because of this thoughtful people 
throughout the world are asking them- 
selves how much and what kind of know- 
ledge does a man need in order to be a 
good citizen, and by what processes can 
this minimum requirement be gotten out 
of the infinite multiplication of books, 
periodicals, meetings of learned societies 
and radio adresses. os . as 

“It is important for an educated man to 
know not merely all about his own major 
subject but enough about all subjects to 
be able to relate his own field of know- 
ledge to life. Few of us have time to 
search all the magazines for articles on 
our own specialty or on generally worth 
while subjects.”—Newton D. Baker, The 
Reader’s Digest, June, 1931. 


The above should be posted on top the 
desk in front of many physicians. The 
entire profession at times is charged with 
some failure on the part of an individual 
physician. Our constant endeavors de- 
mand sustained study and reflection if we 
are to keep apace with valuable progress, 
which soon becomes a necessity in the 
practice of medicine; otherwise the phy- 
sician will find himself surely drifting 
down stream, left far behind in the march 
of newer knowledge. Diplomas and cer- 
tificates to practice is the mere start. The 
physician at all times should be alert to 
improvements in technique and know- 
ledge; he should always profit by his -mis- 
takes, should constantly bear them in 
mind and remember that repetition of 
them is hardly excusable. At least one 
good medical Journal, covering all fields 
should be a part of his equipment, after 
that those bearing directly upon the indi- 
vidual specialist’s problems should be his 
concern, but it must be kept in mind that 
progress is constant, that medicine is an 
inter-locking profession and that the 
specialist will remain so in name only, if 
he neglects the broader aspects. The sur- 
geon must bear in mind the many medical 
possibilities, while the internist must also 
remember the surgical possibilities of his 
medical problems. 


THE NEW RICH AND CHARITY 





The world wide depression which ren- 
dered oil almost valueless, has of course, 
affected physicians as well as it has every- 
one else and regardless of what part of 
the State in which they reside. It is to be 
hoped that things will improve in that 








connection soon, certainly oil and its by- 
products will not always remain a drug on 
the market. The history of oil in the last 
quarter of a century in this state has pre- 
sented one of the most remarkable ex- 
amples of the workings of the laws of 
chance ever noted. It has been a blessing 
to the good and the bad. Over night it 
has made paupers, gamblers and men of 
mediocrity wealthy. Too often in such 
cases the beneficiaries squandered it with- 
out regard to the inexorable dues wealth 
owes a nation. It sounds socialistic, more 
than that, Russianistic, to remind those 
who acquire money that they do not neces- 
sarialy acquire it entirely for their own 
personal use, to waste in riotous and use- 
less living, but they acquire it for the 
good of the State which means their fel- 
lowmen as well as themselves. 


Among the score upon score of million- 
aires, many of them multi-millionaires, 
who have amassed these fortunes in a few 
years past, remarkably few of them have 
felt the slightest. urge incumbent upon 
good citizenship so far as equitably dis- 
tributing their gains where they would do 
good. The oil men who have amassed a 
fortune and who left anything by which 
they may be remembered with pride and 
gratitude may be counted on the fingers 
of one hand, while those whose tastes ran 
to race horses, wild and extravagant and 
useless living, of whom many are now in 
a rather bad plight, will run into the 
scores. 


Some years ago Dr. L. J. Moorman, 
when president of the Oklahoma State 
Medical Association, suggested that a per- 
manent commission be formed for the pur- 
pose of creating interest in the formation 
of endowments furthering the construc- 
tion of hospitals, etc. Some of our new 
rich have wasted, merely to gratify a silly 
vanity, enough money on one useless, 
farcical project to have erected and for 
a long time maintained, small decent hos- 
pitals practically all over the unsupplied 
area of our State. This habit of amassing 
millions upon millions and passing from 
the stage with a silent record of not one 
penny to the needy has been noted by 
more than one person; it has filled one 
well known historian with “contempt and 
disgust”, however, under our Constitution 
and laws the holder of wealth is the sole 
arbiter of its distribution until he dies, 
after which the State may or may not get 
it. It is regretable that they cannot see 
the great good they might do while living. 
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ORTHOPAEDIC SURGERY 


Edited by W. K. West, M.D. 











520 Osler Building, Oklahoma City. 





“Comminuted Fracture of the Lower End of the 
Humerus Involving the Articulation”’—Impera- 
tive Traumatic Surgery—C. R. G. Forrester, 
D.M., Page 81. 


The diagnosis on these cases can usually be 
made from the evidence of deformity, marked 
swelling, muscular spasm, and extreme pain, but 
the X-ray should be used to confirm the diag- 
nosis and assist in the manner of reduction. 


An immediate operation should be avoided be- 
cause callus always forms rapidly in this part of 
the arm and when interfered with surgically it is 
markedly stimulated in growth. This rapid for- 
mation of callus, accompanied by immobilization 
of the elbow joint, results, as a rule, in almost 
complete ankylosis. It may be necessary, when 
the patient is first injured, to manipulate the arm 
a little to lessen the pain and discomfort, but 
attempts at complete reduction should be very 
carefully done. 


In some cases where there is not much com- 
minution, the arm may be put in the Jones’ posi- 
tion of hyperflexion with supination. When this 
method is used one should be very careful after 
reduction is made to see that there are full pulsa- 
tions of the radial and ulnar arteries. If these 
pulsations are not felt the arm should be extend- 
ed until they are. Otherwise, there will be in a 
few days a cold, numb hand and later a variable 
degree of gangrene ending with sloughing or a 
typical Volkmann’s contracture or ultimate am- 
putation. In the case of a well-muscled man, 
intense pain, due to interference with circulation, 
prevents the Jones’ position being attempted. 


However, the elbow may be flexed at right 
angles and gradually brought up every third or 
fourth day, thus avoiding muscle cramp. 


In case an open operation is indicated it should 
not be attempted until ten days or two weeks, 
at the end of which time the swelling will be suf- 
ficiently reduced. The best approach to the joint 
at the time of the operation is an inverted horse- 
shoe incision above the elbow, being careful to 
hold to one side the ulnar nerve, then completely 
severing the triceps tendon. Open operation should 
be avoided as far as possible, but in either case, 
after the swelling subdues, a plaster cast should 
be applied which extends from the armpit down 
the elbow joint and continues about the elbow to 
the wrist, with forearm in full or mid-supination, 
thus relaxing the pronator radii teres muscle. 


Bohler claims and demonstrates that ths posi- 
tion of mid-supination to pronation with the el- 
bow at right angles takes the pull off the internal 
condyle of the humerus, thereby preventing val- 
gus deformity and rotation of the internal con- 
dyle of the humerus. 


In these cases some degree of permanent limita- 
tion of motion is expected. A period of total dis- 
ability of four to six months should be expected. 
In cases in which the X-ray shows considerable 
comminution about the groove of the ulnar nerve, 
the physician should be guarded in his prognosis, 
since it is possible the encroachment of callus on 
the nerve may cause a mechanical pressure par- 
alysis. In cases in which the ulnar nerve is defi- 
nitely involved and is transplanted to the front 
of the elbow, the disability period may be length- 
ened by a year and a half to two years or longer. 





Arthroplasty should be considered where bony 
ankylosis develops. 





“Birth Fractures of the Humerus.” By Edward 
D. Truesdell, M.D.. New York City—Birth 
Fractures and Epiphyseal Dislocations, Page 31. 


This author’s report covering six years in the 
New York Lying-In Hospital records 39 fractures 
of the humerus in 37 iaiente. In two cases both 
humeri were fractured. 


These fractures were caused by some form of 
operative or forcible delivery. Twenty-four were 
produced during breech extraction following ver- 
sion, and six occurred during breech presentation. 
Seven cases were attributed to difficulty with the 
arms at the pelvic outlet in vertex presentations, 
while in two instances the cause of fracture was 
never ascertained. These fractures are practical- 
ly all transverse and in the center of the shaft of 


the bone. 


The treatment is simple, using adhesive plaster 
swathe. A dusting powder is applied to the axil- 
la. A square of folded gauze is placed beneath 
the arm and adhesive as broad as the distance 


from the point of the shoulder to the tip of the 
elbow. e injured arm and forearm are then 
firmly fixed against the chest wall. The bandage 


remains intact for three weeks, then is removed. 


All cases healed, but the results were not al- 
together satisfactory during the first few weeks, 
because in a majority of the cases there was some 
angulation which resulted in a crooked upper 
arm. It has been found that in spite of a mal- 
union which has been caused by the failure of the 
arm to be maintained in the correct alignment, 
after several weeks’ time nature will gradually 
straighten the affected bone. Therefore, parents 
may be correctly advised when a favorable prog- 
nosis is given. 
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UROLOGY and SYPHILOLOGY 


Edited by Rex Bolend, B.S.. M.D 
1010 Medical Arts Building, Oklahoma City 





Spontaneous Ruptures of the Spleen after Malaria 

Inoculation. 

Jutz and Jacobi describe (Munchener Medi- 
zinische Wochenschrift, March 6, 1931) the case 
of a mason thirty-nine years of age suffering 
from tabo-paresis, who was treated by malaria 
inoculation. 


After six paroxysms which ran smoothly enough 
over a period of about fourteen are he had a 
sudden collapse during his seventh chill, and died 
in a few minutes. 


At autopsy an enormouly enlarged spleen was 
discovered to have been ruptured. There was no 
histological evidence of previous disease of the 
spleen and it is certain that no traumatism to 
the spleen had occurred. It is worthy of note 
that this patient was inoculated with a strain of 
malaria recently received from Hamburg. This 
same strain had already caused a very severe type 
of malaria in another patient. In fact, it had 
ultimately proved refractory to quinine. It is, 
of course, possible that its virulence had been in 
some way increased, possibly by the passage 
through individuals and the ——— of its 
resistance to quinine through insufficient dosage. 
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Urethral Strictures and Marriage. 


E. Langer (Annales Des Maladies Venerinnes, 
March, 1931) believes that a very thorough ex- 
amination of the urethra is made before medical 
permission for marriage is given. The presence 
of a stricture is still a source of infection the 
author believes, and it should be eliminated before 
marriage may be undertaken successfully. Aside 
from infection the spermatozoa are likely to be 
damaged by the stricture and fecundization be 
prevented, a very undesirable accident in marri- 
age. 


Abortions in Russia. 


From the reports in recent literature it seems 
that there are other conditions to oppose the 
wholesale abortions of Russia. Many of these 
cases are appearing in the German clinics and 
there seems to be considerable damage both phy- 
sically and mentally even in cases where no in- 
flammatory conditions existed. It therefore seems 
that there are other reasons than moral why this 
practice will not be popular in America. 


The Urologists of Oklahoma City have met and 
formed the Oklahoma City Urelogical Association, 
the purpose to discuss urological problems and 
present scientific materials for study,—now we 
ought to get some pearls of urological wisdom 
right off the bat. Already we have picked up 
the following opalescent gems: 


Treat the individual, not the disease. 
There is no “standard” treatment for syphilis. 


Every case is general, by the time a diagnosis 
is made. 


Every case must be treated to saturation for 
the best effect. 


The Wassermann should only be regarded as 
another symptom. 


Next winter the writer hopes to pick up an 
abundance of material as the outgrowth of the 
above association. 


That every case of syphilis is general by the 
time a diagnosis is made does not seem to be 
generally understood, but if we will just keep in 
mind the fact that the primary lesion is not a 
sore in the ordinary meaning, but it is a lesion 
and due to the treponema-pallida having burrow- 
ed down to the nearest lymph node and the pro- 
cess of propagation started, nature then begins 
the attempt at the walling off process, plasma 
and connective tissue cells are brought to the 
site in great abundance piling upon each other 
until the surface is reached when the skin or 
mucus membrane breaks down from pressure, this 
ordinarily takes about three weeks and while this 
is going on the infection is picked up by the blood, 
lymph and surrounding = hh nodes, thus at 
even the earliest “dark field diagnosis” the dis- 
ease is general. It is true the spirochete has not 
had time to burrow itself into the peripheral 
lymph nodes or vessel walls and is easier to 
eradicate, but never the less it is a generalized 
infection. 





CLIPPINGS FROM THE UROLOGIC AND 
CUTANEOUS REVIEW 


Newer Methods in the Treatment of Syphilis. 


M. H. Parounagian in evaluating (New York 
State Journal of Medicine, March, 1931) the new- 
er methods of treating syphilis, comes to the fol- 
lowing conclusions: 


He believes that arsphenamine is the drug of 
choice in early syphilis of young robust patients. 
He prefers neoarsphenamine in elderly people, 
pregnant women, children, and patients with car- 
diac, kidney or other complications. 


He finds that silver-arsphenamine is valuable 
in neurosyphilis, extensive gummatous ulcerations, 
in anemic subjects and those who do not tolerate 
other arsenicals. He also favors this product for 
the provocative test. Parounagian holds that 
mercury should always be a part of the therapeu- 
tic attack on syphilis, the physician making a 
careful choice of types of product and dosage. 


If mercury is not well tolerated, bismuth should 
be substituted. Bismuth is also indicated when a 
suspicion arises that the patient is arsenic or 
mercury fast. He has had good results with col- 
loidal bismuth in tabes and congenital syphilis. 


The iodides are employed in all types of in- 
filtrating lesions such as deep seated secondaries 
and gummatous deposits. 


Either our idea of “Newer Methods” is dif- 
ferent, or the author of the above must have had 
trouble in finding a title for his paper. The con- 
clusions that he comes to are very good, there- 
fore quoted. 


Syphilis of the Neck of the Uterus 


Puente states (Bruxelles-Medical, February 8, 
1931) that chancre of the uterine cervix is pro- 
bably much less common than chancres of the ex- 
ternal genitalia. Fournier for example, among 
249 genital chancres found only 13 chancres of 
the cervix, that is 5.2 per cent. The condition is, 
however, sufficiently common to warrant a care- 
ful investigation of every diseased cervix. 


(Induration in this region is difficult to detect, 
and the regional lymphatics are not easily ac- 
cessible to the examining finger, so that their in- 
volvement can often not be demonstrated. 


The chancre may appear as a simple ulcer or 
there may be an overgrowth of granulations, mak- 
ing it look like a rounded out papule. Again there 
may be no defect of the mucous membrane, but 
merely a diffuse edma of the cervix. In such 
cases the chancre is possibly situated within the 
cervical canal, but all cases of edematous cervix 
should be under suspicion. 


The author cites the work of Gellhorn and 
Ehrenfect, published in 1894, which he considers 
very complete and which he has used quite con- 
stantly in the preparation of his own material. 


The chancre is generally found on the external 
aspect of the cervix and on the anterior lip. It 
is rare that the lesion extends into the cervical 
canal. 


The author states that it is relatively easy to 
find the spirocheta-Pallida in all chancres of the 
cervix. The important thing therefore is to recog- 
nize the indication for making this examination. 








